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The gainfully employed person in our society occupies a dual 
position in the health education scheme. In his role as a worker, 
he finds himself the target of efforts to increase his awareness and 
understanding of occupational health hazards peculiar to his job 
and to motivate him to use the safeguards provided by the em- 
ployer. As an adult member of his community, susceptible to 
the illnesses and disabilities of the general population, he is sub- 
ject to efforts directed at improving his general health practices 
to raise his level of wellness. 

Because of the legal compulsion of workmen’s compensation 
laws, primary concern in American industry in the early 1900’s 
centered on diseases of the work environment. The need to con- 
trol toxic substances and processes was paramount, (rfadually, 
h^ever, general health educational activities, togethw with 
other preventive health services, were superimposed in those 
industrial and business establishments large enough to warrant 
medical or nursing staffs. Provision of such servioK„h« fol- 
lowed the recognition that ^ percent of sickness alwenteeism 
among employees is due to nonoccupational causes. 

Worker health education in this country thus has developed 
along two lines. The degree to which one or both elements of a 
worker health education program are carried out in a given 
workplace depends on various factors, including the hazardous- 
ness of the operation, the number of employees, and the availa- 
bility of health personnel. The means by which such programs 
are carried out also vary widely, ranging from passive handouts 
of health pamphlets to dynamic counseling services. Some pro- 
grams arc based on preconceived notions, while others recognize 
the need for a proj^r educational diagnosis — determining t-hf * 
type of health education desired by a particular group. Coverage 
of workCTs is likewise spotty, employee health education pro- 
grams being available mainly to workers in larger establishments. 






As a ready reference to those who seek information onJu:aJth 
education programs for employ'^es, this monograph brings to- 
gether several comprehensive review articles which have appeared 
in the literature ia the past several years These articles served 
as useful working papers for the study group on health education 
of industrial and other workers at the Fifth International Con- 
ference on Health and Health Education, held in 1962 in Phila- 
delphia. . Because it is felt that these materials should be made 
available to a broader audience, they are reproduced here, to- 
gether with abstracts of reports on studies and demonstrations, 
and other pertinent papers presented at the conference. 

We are grateful to the authors and study directors who have 
given us permission to reproduce their material. 
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HEALTH EDUCATIOK 

IN THE OCCUPATIONAL SETTING 



From The Health of People Who Work, Albert Q. 
Maisel (ed.). The National Health Council, New 
York, 1960, ch. 8, 145-157. 



Since the ultimate goal of any industrial health program is 
the prevention of illnesses and injuries, the education of workers 
and supervisors in matters of health has always been an essential 
part of such programs though often not explicitly recoenized 
as such. 

Every attempt to control the working environment, for 
example, involves not merely measures of safety and sanitation, 
but also the explanation of the purposes of these measures to 
the personnel affected by them, and the securing of their conscious 
and willing cooperation in the effort to achieve and preserve 
sanitation and safety. 

In similar fashion, every attempt to prevent occupational ill- 
nesses or to reduce their toll — is dependent, for full success, 
upon the cooperatica of the working and supervising force, 
cooperation which can be won only when workers and super- 
visors understand the purpose of the procedure and its potential 
effect upon their well-being. 

Much health education, of course, goes on in any industrial 
health program ?«= an inevitable part of the relationship between 
doctors, nurses, and supervisors and the employees whose health 
is their concern. Often it occurs so naturally and casually that 
it is not even thought of as education by either the "educator” 
or the • ‘ pupil. ’ ’ But the full potentialities of an in-plant health 
program can be realized only when plant management and its 
health and safety staff plan their educational activities as part 
of their total health and safety effort. 



1 



Historically, the need for such planning was first recognized 
in the area of safety engineering. As early as the turn of the 
century, safety engineers discovered that they could make only 
limited progress in preventing work injuries if their efforts 
were focused solely upon the design and installation of safety 
devices. Despite such devices, men still fell from ladders, 
dropped objects on their toes, developed hernias from lifting 
weights in the wrong fashion, or cut themselves by misusing 
their tools. In each of these and countless other instances, the 
accidents they suffered were the result of unsafe acts rather than 
uas^e conditions. Thus, safety engineers found it essential to 
devote much attention to teaching safe working behavior to 
both workers and supervisors. 

Person-to-Persen, Group, and Mass Approaches 

One effective approach, they soon discovered, was direct, 
person-to-person safety education, in v/hich foremen and super- 
visors instructed the individual workers in the safety require- 
ments of their particular jobs. In many plants, the inculcation 
of safety awareness” was made a duty of the supervisors co-equal 
with their duties to maintain the quantity and quality of output. 
The following check-list, by which supervisors in one typical 
plant score themselves in the performance of their safety duties, 
provides a clear indication of the manner in which person-to- 
person safety training is carried on: 

!• I accept safety as just as much a part of my job 
as production, quality, and cost. 

2. I give adequate safety instruction to every new 
employee and to every old employe'? starting a 
new job. 

3. 1 imp^t to all employees the understanding that 
the violation of standard safe work pract^s is 
just as serious as the violation of any other 
company rule. 

4. I sec that necessary personal protective equip- 
ment is provided. 

5. I always set a good safety example myself. 

6. By personal contact and group discussions, I 
make It possible for each employee to take part 
m the safety program. 
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7. I do not release new or relocated anachincs or 
equipment to an employee until I am satisfied 
that the necessary protective devices have been 
provided and the employees have received in- 
structions regarding safe operation. 

8. I investigate and determine the cause of all in- 
juries, even the minor cases. 

9. l am constantly watchful for, and I take imme- 
diate steps to correct, unsafe work conditions 
and tmsaie work procedure. 

10. I see that all injuries are reported and promptly 
treated. 

To supplement direct safety instruction, numerous other de- 
vices have been developed to reach workers in groups. In hun- 
dreds of plants, employee safety committees have been found to 
be an effective means of enlisting participation in safety education 
and winning the cooperation of key employees whose example 
others respect and follow. Such safety committees serve as a 
two-way channel of communications; they bring to manage- 
ment’s attention the experiences, complaints, and needs of the 
workers and they pass down to the work force an understanding 
and acceptance of the safety rules developed by management with 
the aid and advice of the safety committee. 

Many companies have also used periodic safety meetings of the 
workers in a given department or area — or of those whose work 
involves some particular hazard or group of hazards — as a means 
of developing safety awareness. At every Du Pont construction 
project, for example, “tool-box meetings” of work crews are held 
for 15 minutes every Monday morning in the year. 

To further supplement the educational efforts of supervisors, 
safety committees, and work-groups, broader mass programs of 
education have been widely adopted in the safety field. Many 
companies develop their own safety posters for use on bulletin 
boards and at time-clocks and other points where all workers will 
see them. Others use posters secured from the National Safety 
Council, the Red Cross, insurance companies, or other sources. 
Plant newspapers and employee magazines are frequently utilized 
to convey safety instruction. Award systems introducing an 
element of competition between departments or plants have been 
widely adopted. Safety instruction cards are often attached to 
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individual machines or posted near them. Instructions of a 
broader ..ature are conveyed through booklets on such topics as 
fire prevention, safety in materials handling, etc. Films on safety 
topics arc often shown either at special meetings, or during lunch 
hours, in cafeterias and rest-rooms. 

The effectiveness of si«-n safety education — utilising a combina- 
tion of person-to-person, group, and mass techniques — has been 
conclusively demonstrated by the continuous decline in accident 
rates that has occurred over the years. In all industry, the death 
rate from work accidents has fallen from 43 per 100,000 per year 
in 1937 to 22 per 100,000 in 1958. The injury frequency rate has 
dropped from 31.87 per million work-hours in 1926 to only 6.17 
per million work-hours in 1958. 

Thanks in large measure to intensive safety education programs, 
many plants have, in fact, achieved complete freedom from all dis- 
abling industrial injur' over periods extending over many 
months and even years. At the Poughkeepsie, New York, plant 
of the International Business Machines Corporation, for example, 
no disabling injury has been suffered in more than 17,600,000 
man-hours of work. At the Greensboro, North Carolina, shops 
of the Western Electric Co., 19,463,000 man-hours of work have 
been performed without a disabling injury. The Convair plant, 
in San Diego, has a record of 21,814,000 man-hours of work with- 
out major injury. And the du Pont rayon plant, at Old Hickory, 
Tennessee, has had no disabling injuries in over twenty-nine 
million working hours. 

The early succes^s of safety education led many large firms into 
the development of similar programs of health education in the 
hope of preventing illnesses, lowering insurance costs, reducing 
absenteeism, and fostering the well-being of their employees. 
All of these programs rely upon, the same triad of educational 
techniques that have proved effective in safety education: person- 
to-person coimseling, group teaching, ;md mass education. 

Counseling for HerUb by Nurses and Doctots 

Personal contacts, in fact, are potentially even more useful in 
education for health than in the safety field, because the job of 
teaching falls to professionals — the doctor and the nurse-- who 
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arc both qualified to advise on health problems and respected by 
the workers because of their education and professional status. 
Thus, in both large plants and small, individualized counseling 
has often been the mainstay of the health education effort. 

Describing the health education program of the Standard Oil 
Company (New Jersey), Miss Sara Wagner — ^who serves that firm 
as Director of Nurses — pointed out to the participants in the 
National Health Forum that: “We have enjoyed our greatest 
success when we give counsel to individual employees based upon 
our records and direct observations of their health status. Almost 
all such advice is given verbally and only occasionally, when this 
is not possible, do we attempt to communicate with them in 
writing. 

‘ Throughout his career in the company the average employee 
has many contacts with our health service. Every applicant for 
employment is, of course, given a pre-placement examination to 
determine whether his health will be compatible with his own 
safety on a given job and with the safety of others. Immediately 
following this examination, the physician informs the new em- 
ployee, in lay language, of his observations and advises him as to 
steps that may be necessary to maintain or improve his health. 

Some time later, each employee is invited to return to the 
health service for a personal interview with c. ; the nurses. 
She reviews with him the observations that were made at the 
time of his placement examination. The niirse also obtain? addi- 
tional information from the employee regarding his general state 
of health, his work environment, his reactions to work and to 
the people with whom he works, and his home environment, 
ihen, on the basis of these enlarged and updated data, ?h’ offers 
him whatever advice seems appropriate in view of her detailed 
knowledge of his problems. 

We also find many occasions for direct health education at 
our dispensaries, to which workers come voluntarily with com- 
plaints or minor injuries. In many instances, the nurses ma y 
find no need to do any counseling other than about the specific 
complaint that brings the patient into the dispensary. But, on 
many other occasions, the nature of the employee’s problems, or 
his actions, suggest the desirability of extending the contact with 
the patient and direaing the counseling effort into wider areas. 
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The girl who comes to the dispensary complaining of fatigue may, 

for example, require detailed advice on dieting and weight 
reduction. ® 

ou(i personalized health counseling is admittedly more 
expensive than other approaches to health education. But it 
has been our experience that it is not a wise economy to choose 
a relatively inexpensive medium for health education that is quite 
ineffective in preference to another which is not unreasonably 
costly and docs offer appreciably greater effectiveness. Wc do 
not always succeed in personal counseling. But our success is 
more frequent and impressive than with any other media that 
wc have used for health education. 

We must not assume,” Miss Wagner continued, “that every 
nurse has counseling skills just because she is a graduate nurse. 
But, in our own program and in other well-integrated industrial 
medical departments, many nurses are encouraged to take courses 
in health counseling at the university. Others, who have gone 
on to get degrees in science or nursing, of course, have had addi- 
tional training. In some industries, inservicc training programs 
have built up the nursing forces’ abilities in counseling. In our 
ease, nurses have also benefited from the close contacts they have 
been able to maintain with our psychologist.” 

While individi^ health problems can often be solved most 
effectively by using person-to-person techniques. Dr. Marjorie 
Young, Assistant Professor of Health Education of the Harvard 
University School of Public Health, pointed out that: “Problems 
related to long-range goals of health protection, promotion, and 
conservation can frequently be more efficiently dealt with through 
health education directed to groups within the work force rather 
than to individuals. In our experimental studies, wc have found 
that such group health education is most effective when it can be 
offered along with some kind of service: a tuberculosis X-ray, a 

tuberculin test, a polio shot, a flu shot, a blood test, or a test for 
diabetes.” 

Securing Effective Aid From Voluntary Health Agencies 

Such ^ograms, linked to services, arc usually carried out in 
cooperation with voluntary agencies interested in the control of 
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a particular disease or group of diseases. Both industrial medical 
departments and voluntary health agencies have, in recent years, 
felt an increasing need to coordinate their planning and to adapt 
their programs to the special conditions found in industrial plants 
and the special interests of industrial workers. 

Discussing one such effort toward more effective cooperation 
between voluntary agencies and industry, Miss Marie Goulett, 
Executive Director of the Health Association of Rochester and 
Monroe County, New York, explained: “Voluntary agencies have 
been able to bridge the gap between the community and industry 
because industry regards them as impartial groups devoted to 
raising the level of health in the entire community. Furthermore, 
most industrial firms have financially supported our general pro- 
grams and management people have often served on our governing 
boards or on various of our committees. Thus industry has gen- 
erally been willing to welcome most contributions to in-plant 
health education which we have proposed. 

In Rochester, we have done a great deal of health education 
in industry, over many years and in varied ways. Our Tubercu- 
losis Association was one of the first in the field with its early 
posters discouraging spitting, showing people who sneeze how 
many feet the unguarded sneeze may.carry, or urging the washing 
of hands. Later, when it offered chest X-rays, its. mobile units 
and its booklets, posters, and other materials were widely wel- 
comed by local industries . Other agencies, likewise, have received 
much cooperation from industry in the distribution of their edu- 
cational materials. With the gradual inaease in the volume of 
such material, however, it became necessary for our agencies to 
re-examine our programs and see whether we could not better 
adapt them to the needs and interests of both the plants and their 
workers and thus get them a wider and quicker acceptance. 

We, therefore, formed a small committee of industrial house 
organ editors and industrial doctors and nurses and, after pro- 
longed discussion, they concluded that, in place of many of our 
beautifully printed pamphlets, a new type of information ma- 
terial might be more effective. This committee has since produced 
an . extensive series of mimeographed leaflets on colored mimeo- 
graph paper. Each deals with a subjea that the workers in the 
plants have asked for. Each uses simple, everyday language. 



“Some of us, long accustomed to a more dignified approach, 
were horrified — at first — by the titles and wording of these leaf- 
lets. But they have been very well accepted by the workers to 
whom they are directed. 

“Here, for example, is a leaflet about how to treat insect bites 
Its title is, ‘ Is the Bite on You?’ Here’s another, entitled, ‘ Why 
Get into a Tizzy about Asian Flu?’ This one, with a picture of 
a donkey, says, ‘Don’t Balk — Get Your Salk.’ One, on the sub- 
ject of choosing the right kind of shoes, is headlined, ‘ I got a 
shoe — You got a shoe — All God’s children got shoes.’ 

“The text of all of these leaflets followed the same pattern, 
using language as people speak it rather than more dignified, 
more scientific, but less acceptable phrasing. Posters, designed 
in the same spirit, have been prepared for plant bulletin boards. 
Articles, developed for house organs by the committee, also 
closely follow the picture, headline, and text pattern of the 
leaflets. 

“Now, when the seasonal moment arrives for a campaign on 
any given topic, we send out a sample of the pamphlet to the 
management of each plant in Rochester together with a return 
postcard so that they can tell us exactly how many pamphlets 
and posters they want. And, despite the misgivings of some of 
us, these postcards tell the story. Over the three years that our 
committee has been developing this kind of material, keyed to the 
requests of the workers themselves, our orders have been con- 
stantly increasing. Where many of the more formal, elaborate, 
and much more expensive booklets and brochures, which our 
agencies once provided, ended up in wastebaskets, these pam- 
phlets are being read and taken home and read again. They really 
affect the people they are intended to reach.” 

Another effort to coordinate the educational activities of 
volimtary and community agencies with those of in-plant health 
services was described by Wayne Messick, Health Educator for 
the Adams County Health Department, Illinois. “In our com- 
munity,” Mr Mcssick explained, ‘ ‘ we have a committee of repre- 
sentatives of the unions, the Industrial Association, the Personnel 
Gub, the Management Club, and the major official voluntary 
health agencies. 'This committee has acted as a clearing-house 
for health education programs. Because of its broad and influen- 
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tial membership, once it dears a program, it is virtually insured 
of acceptance at all levels in our local industries. 

For example, we made a study following a chest X-ray pro- 
gram that was offered both through industry and to the general 
community. In the community at large, 51 percent of the people 
took advantage of the offer. But in our plants — ^where our com- 
mittee had devised an educational program that had gotten down 
to the grass-roots level — the X-ray offer drew a 91-percent 
response from tb' workers and, when industry extended the offer 
to adult members of the workers’ families, a 72-percent response 
resulted from workers’ wives. 

“Again, in a diabetes detection drive, the response was 27 
percent in the general community But, among the families of 
industrial workers— who had been motivated to respond by 
health education conducted through the plants — ^33 percent took 
advantage of the opportunity to be tested. 

“Such experiences have convinced us— in both industry and 
the official and voluntary organizations in our area — that our 
efforts at coordinated work have paid off. Our agencies have 
learned how to adapt their programs to industry’s needs and 
facilities. And the result shows up in the greater response they 
are getting, today, from the workers in industry.’’ 

Still another attempt to coordinate the activities of voluntary 
health agencies and plant medical services in the area of health 
education was described by Neil C. Bertram, Industrial Health 
Educator of the Tuberculosis and Health Society of Wayne 
County, Michigan. “In Detroit,’’ Mr. Bertram explained, 
“industrial workers comprise the major segment of the city’s 
population. Thus, our Tuberculosis Society and numerous other 
voluntary agencies are naturally interested in improving industrial 
health programs and in bringing effective health education to the 
workers in Detroit’s industries. We’ve gone about it through a 
pilot program in which 14 community health agencies and 14 
industrial companies are cooperating. The latter form a cross 
section of industry, including a laundry, a brewing plant, and 
a chemical company as well as a number of manufacturing plants . 

Each month, one of the health agencies is given a month’s 
‘visibility’ in each of the cooperating plants. During that 
period it provides booklets, leaflets, pamphlets, movies, speakers. 
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health counseling— just as much as it can offer and the individual 
plants can utilize. 

“The industries we are serving have deliberately been chosen 
for their relatively small size— from one hundred to six hundred 
employees— and because they do not have full-time health 
services. In other words, these are the types of plants where — 
ordinarily — ^management would conduct little planned health 
education and where voluntary agencies would— ordinarily— have 
little or no opportunity to reach the workers. 

To get our initial offer printed — our brochure entitled, 
Yours for the Asking’ — each of our 14 cooperating agencies 
contributed twenty dollars. In the short time we have been oper- 
ating, we are getting a large measure of cooperation from the plant 
personnel people and from their health and safety committees, 
where these exist. We, in the voluntary agencies, have already 
learned a lot. Some agencies have found that their literature 
was not beamed for acceptance by factory employees and jire now 
preparing new material. We’ve found that we can’t always 
get small plants to show a film on company time, that some will 
only accept bulletin board posters and pamphlets. Our hope, of 
course, is that — through this one-year pilot plan — our voluntary 
agencies will learn how to work more effectively with industry, 
and our industrial firms— particularly our smaller ones— will 
also learn how best to utilize our services.’’ 

Discussing cooperation with volimtary agencies from the 
viewpoint of the industrial nurse, Mrs. Mary Delehanty, Senior 
Nurse of the Equitable Life Assurance Society of the United 
States, said : I have been struck by the fact that — in discussions 

about the teamwork necessary for health education through 
industry there has been little if any mention of the industrial 
nurse. Yet, any agency that wants to reach employees with its 
material would do well to enlist the cooperation of the nurse 
and the industrial physician. Only they, on the firing line of 
industrial medicine, can help management to understand fully 
how much can be achieved with such educational aids and what 
• management’s responsibility actually is in cooperating with 
volimtary agencies. 

The workers have developed confidence in the nurse and the 
doctor; they come to them with their problems and they are 
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willing to take their advice. I think this has been thoroughly 
proven with the Salk vrf^cine. Industry played a tremendous 
role in speeding its adoption and it did so largely because 
industrial nurses and physicians have been able to reach the 
employees and help them to understand the importance of 
Salk inoculations for themselves and their families. 

“The setting of education in industry is not essentially differ- 
ent from that in the community at large. The workers come to 
us with one problem — a headache or a w rk injury — and we 
are able to help them with that a.ad, oft *j, with some*'hing 
else as well. We have their attention .^jd, when we’re good 
at our jobs, their respect. And thus, very often, we can pro- 
mote good programs more effectively than they can be f i>hed 
by health educators who have to work in the commtmicy at 
large, where interest, confidence, and respect cannot always be 
commanded. 

“As to who should do the actual work of health education in 
industry, I feel that it is primarily the job of the medical de- 
partment. Personnel men may tr;’’ it but they are not successful 
in many instances because the worker knows that they haven’t 
the health background or medical background that would help 
them to really understand programs. Management must be 
interested, of course. But again, it is the medical department 
that can help management understand the reasons for health 
education and win management’s financial and moral support.’’ 

Cooperation Between Medical and Other Departments in Health 

Education 

How much can be accomplished when close cooperation is 
effected between volimtary agencies and an in-plant medical 
department, and between the plant medical personnel and other 
key departments within an industry, has been demonstrated, 
recently, in the experience of the Chicago department store, 
Carson, Pirie, Scott & Company, as described by the National 
Health Forum by Mrs. Beatrice Hoeper, the company’s Charge 
Nurse, and Mrs . Sigrid Sittig, its Director of Training. ‘ ‘About 3 
years ago,’’ Mrs. Hoeper explained, “there was a dramatic, 
rather abrupt change in the philosophy and practice of our 
medical department. From the old limiting concept that our 
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duties should be confined to first aid and clinical treatment, 
we began to put increasing emphases on health maintenance, 
health counseling, cooperation with the employees’ families 
and with the community agencies, and health ^nd safety 
education. 

As is true in many industrial organizations, many employees 
had ignored the medical department. About 20 percent had 
taken advantage of everything the medical department had to 
give them. A great number had neglected themselves altogether. 
A large percentage of our worker associates did not even have a 
family physician. 

“Those of us who worked through those months of changing 
philosophy realized that many employees had very great difficulty 
understanding or appreciating the new aspects of our program. 
A few of our employees were actually belligerent. It took much 
tact and patience to explain the need for each person to have a 
family doctor to go to who could give continuing care to them 
and to their families. 

Nxirse^ in occupational health have always been teachers. 
Each dressing or treatment administered is a teaching situation 
and a good nurse takes the time to explain the why of each pro- 
cedure. But at Carson, Pirie, Scott & Company, we knew that 
we had to do more than this. We had to do something dramatic 
to start our employees thinking positively about health. We 
wanted to reach many people quickly through a subject close to 
their hearts. Health education and health maintenance were 
just words. We had to convert them into a living, helpful tool 
which would stimulate a desire to keep healthy. 

Now, we are fortimate. There is frequent, easy communica- 
tion between the training director, the insurance administrator, 
and the medical department. A specific idea was bom during a 
consultation between the nurse and our insurance administrator. 
Miss Gloria Lee. According to our records, a large number of 
employees were being treated for cancer of many kinds. For 
many, the treatment had not come in time. True, we have man y 
employees in the middle and older age groups where we could 
expect to find many kinds of cancer. But, many were young and 
realized too late that they had waited too long to get help and 
advice, because of fear or ignorance. 
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“Here was our place to start with health education. Several 
buzz sessions followed betv<^een the nurse and doctor, between the 
nurse and the training director, and finally between the nurse and 
the American Cancer Society. Then things began to happen. 
Miss Audrey Campbell, the representative of the American Cancer 
Society, suggested that, since four out of five of our employees 
were women, we start with something devised especially for 
them. 

“She described the film, called ‘Time and Two Women,’ which 
deals with the problem of cancer of the uterus, women’s second 
most deadly cancer foe. The film shows very clearly the tech- 
nique used for cell examination and the taking of a tissue specimen 
for a biopsy . A discussion of cancer of the uterus requires extreme 
delicacy. To be valid it mtist be clearly presented. This film is 
scientifically accurate but presented with dignity and good taste. 

“Miss Campbell also suggested the use of two pieces of litera- 
ture. The first was, ‘ If you only knew ! Women need not die of 
uterine cancer,’ and the second, the pamphlet, ‘Breast Self- 
Examination.’ We decided we could hand these out to the 
women as they entered the room. The use of the film and free 
literature are a service of the American Cancer Society. 

“Now, what about management? Fortunately, our top man- 
agement is an enlightened, forward-looking group. We were 
actually urged — and I want to say this again — urged to show it 
on company time from nine to nine-thirty on four successive 
mornings of a week when most would be able to attend. A 
different member of management acted as a host each day. He 
introduced the doctor who made a short talk and also answered 
questions at the aid of the film. 

“The key question, however, was would the women come? 
Here Mrs. Sittig, head of the Training Department, took over. 
She decided on September 30, Tuesday, and then the first few days 
of October. Then she set the machinery in motion. 

“In order to hold a meeting of a large number of our associates, 
we have to use our tearoom. The maintenance department sent 
a crew in to take the tables out of the way and to get them back 
in time for the customers in the tearoom. 

“Our next problem was how to communicate with the women 
associates of the company. Now, the subjc"’'.t ’n cancer isn’t 
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something that you bring up casually or as a matter of course in 
the business day. Nor was this to be a regular training meeting 
to which people were required to go. V/e wanted our women 
associates to participate voluntarily in an educational experience. 
The device we used was a printed invitation on the front of a 
folder, with the details of the days and hours of our program. 
On the back of the bulletin we printed simply, ‘It’s smart to 
know. Fear can be foolish. Ignorance can be fatal. Knowledge 
can save a life.’ 

“To get these distributed throughout the many floors and 
many areas of our store, we presented the invitations to our divi- 
sional superintendents and they in turn got them to the depart- 
ment managers, who got them to the individuals. 

“The first morning came and all of us who had worked on this 
stood at the tearoom entrance and waited, wondering whether 
any of our worker-associates would turn up. And did they come ! 
Eleven hundred from the parent store and branch stores streamed 
in to see and learn and ask questions and seek advice. 

“But the real effect of this effort at mass health education can 
best be appreciated by seeing what it did for individuals. Let 
me give just two examples out of scores which I could relate. A 
woman, age 58, employed by our store for 27 years, apparently in 
good health, decided within a few days of seeing the film to go to 
her own physician for a thorough examination. Three days 
later her doctor called her at the store and asked her to return for 
another cell examination. He was not satisfied with the first 
one. She was terribly frightened and she came to us to find out 
if a second test would injure her in any way or aggravate an exist- 
ing condition. We drew a picture for her illustrating the tech- 
nique for taking the smear and thus convinced her that she had 
nothing to fear. She went back to her doctor in a receptive frame 
of mind and very soon had surgery. She is now back at work. 

“Another employee became very faint during the showing of 
the film and had to leave the room for a few minutes . What that 
employee knew that the nurse didn’t know was that she had a 
lump in her breast which she had chosen to ignore. Seeing the 
film, ‘Time a. id Two Women,’ supplied the impetus which sent 
her to her doctor. She had a mastectomy almost immediately, 
following by X-ray therapy, and she, too, is back at work. 
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"That was only the beginning. One gratifying experience, 
one positive achievement tends to expand one’s vision. Two 
weeks ago we all shared in another educational experience planned 
in a similar manner. Our subject was * Your Heart and Bleed 
Vessels.’ This time, over fifteen hundred men and women from 
both the parent and branch stores came to learn, to ask, to seek 
help. Over six hundred of these people made a special trip to 
the medical department to get booklets on varicose veins, hyper- 
tension, and strokes. Each time they get one of the books they 
ask more questions. They get personal counseling. 

“No longer do we have to wonder whether we can lead our 
people toward better care for their own health. Today, men and 
women are telling others with whom they have shared their 
pamphlets about the relatives they have persuaded to go for a 
complete check-up, thanks to the friendly counseling which has 
given them the courage to face facts and seek help." 

TAe Small Plant and Health Education 

While most of the case histories of health education discussed 
at the 1959 Health Forum involved large- or medium-sized com- 
panies with intensive industrial medical programs, it is signifi- 
cant to note that health education is one area in which small 
plants, with only a part-time doctor and a nurse, are not at a dis- 
advantage as compared with large companies. Educational ma- 
terials — pamphlets, leaflets, posters, films, slides, etc. — are 
eqiially available to all and can be obtained from numerous 
sources. Voluntary health agencies are, in general, anxious to 
reach industrial workers and draw no distinction as between small 
plants and large in accepting opportunities to bring their pro- 
grams inside the factory gates. Counseling can often be more 
effective in the small plant than in the large, simply because the 
nurse and doctor in the former are not likely to be shifted from 
one group of workers or one plant area to another and, therefore, 
have a longer acquaintance and a closer relationship with the 
workers they serve. 

In both t^ small plant and the large, of course, health educa- 
tion serves the same function : to help the workers improve and 
maintain their health and thus to reduce the cost of ill health 
to both employers and employees. 
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Dr. A. L. Bravo, Chief, Social and Occupational 
Health Section, World Health Organization 

The Problem: Lack of Information 

It is common knowledge nowadays in most populations of the 
world that smallpox or malaria are communicable diseases 
which can be avoided either by vaccination or by eradication 
mosquitos. But, generally speaking, people are not so aware 
oi the risks involved in day-to-day industrial work. Moreover, 
risks are taken as something inherent in cenain jobs and we have 
even seen the case of workers who consider it a matter of male 
pride to undergo the most incredible and imnecessary risks during 
the performance of their jobs. We liave all seen the window- 
cleaner working on the top floor of a building without a safety 
belt, and industrial physicians know of the mask hidden on a 
shelf of a glass faaory while the worker is handling silica 
powder with his nose covered by a useless handkerchief. 

On the other hand, management can hardly realize the close 
ties existing ,veen factory safety and industrial outpat. We 
have heard an industrialist say, “Yes, doctor, I know of the lack 
of safety devices in my factory, but the prices allowed for my 
products do not give me the money to improve the situation” 
and he has glanced at us indulgently when we argued that 
possibly a small investment in some safety devices would increase 
profits in the form of a better and bigger output and of savings 
in sickness compensation. 

This lack of information on the part of the people concerned 
is one of the most important drawbacks in launching a programme 
of occupational health in many parts of the world. It is a well- 
known fact that any health programme can only be successful 
when it is based on the intelligent cooperation of the people to be 
served by the programme. And this is especially true for occupa- 
tional health programmes which depend very much on the under- 
standing and support of the consumers, that is to say, management 
and labour. 
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Fortunately, more and more progressive management and 
alert trade-unionists are becoming aware of the importance of 
improved health amongst industrial workers. Many indus- 
trialists today have learned that good industrial medical services, 
well co-ordinated with safety engineering, social services, arc a 
strong factor in fostering industrial output by a reduction in 
sickness absenteeism, decreased sickness compensation, improved 
labour turnover and increased workers’ happiness and efficiency. 
Trade unionists also realize that a healthy individual contributes 
enormously toward improving family standards of living, which 
is in actual fact the ultimate goal of the f unions movement. 

The Answer: Health Education 

By a continuous process of health education, management and 
labor can and should be brought into the focus of aaivitics in 
order to attain the highest possible level of health. Health 
education caimot be imposed upon unaware people. Wc need 
the active- cooperation of the groups concerned and past experi- 
ence has shown that health education should be a joint concern, 
planned and promoted jointly by representatives of management 
and unions and with the technical advice of professional people. 

In launching such a programme we ought to bear in mind that 
industrial health education and safety education, while important 
as they are, do not give the full answer to the problem. In 
fact, the industrial environment is the place where the industrial 
employee spends one-third of his time, the othtT two-thirds 
being spent at home or in social activities in the community. 
We cannot overlook the fact that the worker is a member of a 
family and lives in a community where he is exposed to all 
health hazards prevalent in that particular area. As a matter 
of fact, it has been demonstrated that not less than 90 per cent 
of the worker’s illness is due to diseases other than occupational. 
There is, therefore, a need for the integral health education of 
the worker, and so through a slow process which will take years 
or even generations to make everybody health conscious, we 
gradually influence health conditions and practice not only in 
the place of employment but also in the home and in the society 
as a whole. 
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In the past there was a great deal of reluctance to teach people 
facts about health and disease. This was due to a fear that too 
much detailed information might frighten the individual re- 
ceiving the information. In the case of the industrial worker, 
he was expected to have inconvenient reactions and even feel 
inclined to leave his job. With the advance in safety devices 
and improved health education methods, however, this approach 
does not hold true a.ny longer. It would be a great mistake to 
hide the risks or to alter (either minimize or exaggerate) theii 
nattire. What consumers, management and labour best appre- 
ciate from the health workers is a realistic picture that will 
resist criticism and yet still hold true after comparison with 
actual facts. Knowledge and tact arc thus the skills needed by 
the health worker to meet the need of health education in 
industrial /jncerns. 

7he Scope of Health Education in Industry 

Health education is a method in health work which is not 
intended to provide services for the individual but rather to 
help him remove adverse habits from his behaviour and adopt by 
himself a healthy attitude towards life. Health education is not 
merely the dissemination of health information; its objectives 
are best achieved by personal experience obtained through 
participation in the planning and carrying out of programmes. 

That is why in industry the health education programme should 
be planned with the help of management and labour as wcU as 
professional persons. The programme should be designed to serve 
both industrialists and trade-unionists by establishing a common 
ground of understanding and aimed at the improvement of healthy 
working conditions and to the development of the interest and 
knowledge of the individuals in health problems. It should not 
interfere with actual plant operations and should not upset the 
worker’s private life by taking too much of his leisure time. 

Another important point to bear in mind is that pure health 
education, without the simultaneous provision of health care 
services, though well-intentioned, remains highly theoretical. 
Health education needs the vitality that comes from close associa- 
tion with a health care programme. 
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In many instances, a medical care dinic is the spearhead to 
getting in touch with the people and a medical consultation the 
best opportunity to start talking about health . Opinion has been 
expressed in the sense that ‘ ‘ as long as insufficient income stands 
as a barrier between hundreds of thousands of people and adequate 
medical care, so long will health education fall short of its 
mission. Bad housing, poor dothing, and inadequate diet are 
detriments to health which must be dealt with.” Otherwise 
health education may become an unrealistic sort of theoretical 
propaganda. 



The old discussion of which is better: improvement of physical 
safety facilities or development of the awareness of individual 
safety has been apparently setded by saying that both arc impor- 
tant and have a place in an occupational health program. Health 
education can promote both approaches, the former by educating 
management and the latter by educating workers in health and 
safety problems 



Methodology in Health Education 

To get our health message across to industrial employees — 
usually over-worked and sometimes preoccupied by economic 
problems — ^is not an easy job and definitely not the job for one 
person but the responsibility of a team. The physician, the 
nurse, the social worker, the psychologist, and the health 
educator should cooperate and they all have a role to play. 
Thcy should all be familiar with health education methodology 
and should all be inspired by the same aim so as to impart health 
education, taking advantage of every possible opportunity. 

One of the major difficulties in health education of the public, 
whether within the factory or without, is that the health worker 
tries to persuade the individual to do something diffierent from 
what he is used to or from what he likes to do. Very often this 
new behaviour produces less satisfaction and sometimes clashes 
with old and cherished habits and beliefs. 

It is obvious that such modification in his habits and beliefs 
provokes a logical reaction ot resistance in the individual. It is 
only reluctantly that the diabetic accepts a reduction in his 
carbohydrate intake or the miner decides to wear a mask. In 
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the fonner ease, the man has to sacrifice his natural inclination 
for sweets and in the latter has to adopt a device which gives him 
physical discomfort. It is, therefore, only logical that in both 
cases he is not inclined to follow the advice of his health coim- 
sellor whether doctor, nurse, safety engineer, health educator, 
or others. 

There are methods and approaches that help the health worker 
to establish a two-way contact with people. One of these ap- 
proaches, and probably the most effective, is for the health worker 
to ascertain what are the main interests, problems, and incentives 
of the people which can serve as the basis for establishing health 
education activities. The birth of a baby, a serious disease to 
himself or to a member of his family, a recent accident in the 
factory or in another similar plant are opportunities which the 
health worker has to watch and to use in all their varied possi- 
bilities. In addition, new interests can also be provoked intel- 
ligently for instance by means of a well-organized health 
demonstration. 

Once the person or the group have become interested, their 
attention should be kept on the health subject by providing an 
interesting and changeable comse of education. Monotony can 
be avoided by alternating health matters with other subjeas, 
and interest is much higher when education is given an argument 
related to normal daily life, according to local habits. Any local 
event that stimulates the interest of the social group should be 
used for health educational purposes. A worker who is actively 
engaged in other work calling strongly on his attention is cer- 
tainly bound to be a poor participant in an industrial health 
education programme. But even in Ais case, an intelligent health 
worker can find out what his primary concern is and eventually 
propose a health matter for discussion that in oneway or another 
is related to the subject of his attention. 

Health workers ought to be conscious that this is a long and 
slow process which may take years and even generations to get 
into the minds of a significant proportion of the population. 
We are likely to be misunderstood and perhaps ignored at the 
beginning. Management may regard the health worker as a 
nice theoretical idealist and labour may consider health education 
with some suspicion as the sweet cast to swallow a bitter pill 
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prepared by the management. Such possible reactions should 
not discourage the health worker. They must act as a stimulant 
to improve our methods with tact and understanding. We can 
only get lasting results if we succeed first in gaining the confidence 
and support of management and labor. Moreover, we should 
bear in mind that the process of education — for health or other- 
wise is not only a one-way flow of knowledge from a cultivated 
to an ignorant mind. It is, on the contrary, an active process 
whereby the educator stimulates curiosity and the recipient finds 

his own truth. The hows and wheres have to be discovered in 
a joint effort. 

To succeed in obtaining the confidence of the consumer, the 
health worker has to acquaint himself with the technological 
process of the plant in addition to attaining high skills in health 
matters. Industrial workers usually know much more than ex- 
pected of their problems. The health worker can easily get their 
confidence if he shows a fairly good understanding of techno- 
logical activities and a very good knowledge of matters related 
to health, which are not well known to the industrial worker. 
Answers to their questions should be quick, brief and clear. 
Facts in health and disease should not be hidden but explained 
with frankness and without fear. Such an attitude will lead to 
the desired goal, e.g., to obtain the confidence of management 
and labour. Management appreciates skills and labour likes 
frankness. With these two qualities the health worker will be 
able to reach his required position as a link between industrialists 
and workers in matters of health. 

A Programme of Health and Safety Education for an Industrial 

Community 

After what has been said in the preceding pages, we feel author- 
ized to change slightly the subject of this paper so as to put the 
emphasis on the industrial community rather than on industry 
alone. What we want to bring out is that health and safety 
education, if it is to become deeply rooted in the habits of the 
population and actually to improve health conditions, needs to 
approach the industrial worker not as an isolated entity, but as a 
member of a family and part of a community; in other words in 
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his relations and inter-acdons with the physical, social, economic, 
and emotional environment. 

• In the following lines, several types of health and safety educa- 
tion activities will be described — these are not necessarily chrono- 
logical steps in organization, nor should the list be considered 
exhaustive. They are approaches which have been successful in 
some places and which may be applied when organizing a health 
education programme for an industrial community. 

(1) Teaching Health and Safety in Schools. — ^In an industrial com- 
munity, youngsters attending schools are normally sons and 
daughters of industrial workers and likely to become themselves 
the labour force of tomorrow. It is, thus, only sensible to edu- 
cate these young people in health and safety at an age when they 
are more receptive to educational methods with a view towards 
the creation of a new generation of health and safety-minded 
workers. 

The objectives of such a p’^ogramme should be to develop in the 
students CO u mental attitude towards hygienic habits and safety 
in the working environment, and CO an awareness of the ana- 
tomical structure and physiological needs of the human body. 

Industrial health workers should take the initiative if such a 
programme has not been launched and invite school teachers to 
spend not more than one to two hours i week of the teaching 
curriculum to teaching health and safety. Teaching material 
should be provided and probably the health worker himself may 
have to imdertake the teaching at the beginning. The ultimate 
goal should be, nevertheless, to train the teacher himself to carry 
on and to make health and safety subjects a routine in the school 
curriculum. 

C2) Teaching Health and Safety in Vocational and Technological 
Schools. — ^Still more important than the primary or high schools 
is the contribution that vocational and industrial courses can 
make to the building-up of new generations of industrial workers 
conscious of the value of human life and aware of the means to 
protect it both in normal civil life and at the place of employment. 

The objective here is broader than in elementary schools, sin :c 
students at this educational level are going to be the industrial 
engineers of the future. Therefore the aim of the programme is 
to teach them methods and organization of industrial health and 
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safety services in a plant and eventually to create specially the 
post of industrial safety engineer or inspector. All the plans and 
procedures which have been found most effective in industrial 
safety promotion should be used at this level of education. 
Students are expected to personally participate in the organization 
of teams and committees or in the preparation of bulletins, meet- 
ings, demonstrations, etc., in the same way as is done in a plant. 

Industrial procedures should be so organized as to show that 
efficient production and safety go hand in hand. Students with a 
flair for these problems should be made leaders and they might 
eventually receive further training in health and safety matters. 
This would thus provide industry with the type of professional 
(i.e., the industrial safety inspector) who can do much for health 
and safety of his fellow workers since he, as a worker himself, 
is in the best position to appreciate the risks and interpret the 
wishes of the group. 

Such courses in vocational schools should cover from accident 
prevention and first-aid to personal hygiene, including nutrition 
education, use of leisure hours, proper rest and sleep, dangers of 
consumption of alcohol and tobacco, as well as prevention of com- 
municable and occupational diseases . 

Whenever a programme of this kind has been launched, results 
have been most encouraging. Helping to build up health and 
safety awareness of industrial workers appears to be, up to now, 
the most effective way of controlling occupational accidents 
and diseases. 

(3) Health Education on the Job . — But workers’ education in 
health and safety does not end in the school. Steadiness and 
repetition are well-known conditions of education which should 
also be used by the health educator. The process of education 
is continuous and should be carried on into the factory. 

The establishment of a health and safety committee composed of 
representatives of the management, the imions, and the health 
workers is usually a practical first step. The objectives of such 
committees are to study the health conditions of the environ- 
ment and to draw up a programme of action to improve the under- 
standing of health problems amongst plant employees. Some 
health education leaders can be quickly selected from amongst 
those employees showing interest and knowledge or having some 



23 









previous experience in launching programmes of this kind . They 
should be persons held in great prestige among their fellow 
workers. The functions of these leaders should be to hold 
responsibility for the activities of the committee and eventually 
establish new committees in special sections of the plant or in 
other groups of workers in the case of small shops. 

Group discussion is probably one of the first activities to be 
undertaken by the committee. The amount of interest amongst 
workers in such group discussions is often surprising. Experi- 
ence shows that sex matters related to conception, family plan- 
ning, and pregnancy are subjects of highest interest. If such 
is the case, the health worker should not hesitate to tackle those 
subjects with an open mind. A good start in such discussions 
may determine the further success of the whole programme. Any 
subject is good for such group discussions and if the group 
wants to discuss a matter other than health and safety, it should 
be allowed to do so. The health worker in this event should 
be alert to introduce health topics into the discussion at any 
opportunity. 

Kecognition of tht interests of the group is very important for the 
success of the discussions. For this reason it is usually conven- 
ient to get together groups with a common interest in the sub- 
ject for discussion. Expectant and young mothers are, for 
instance, motivated towards the same topic: c.g., pregnancy, 
delivery and care of the baby. Expectant mothers can get to- 
gether in mothers* clubs for knitting or sewing and at the same 
time discuss, with the advice of a nurse or midwife, problems 
which concern them. Overweight and diabetic workers may 
gather for lunch and discuss nutrition problems with the help 
of a doctor or a nutritionist if available. 

These meetings can be arranged not only in a well-organized 
huge and modem factory, but also in an industrial community 
where workers might be independent small shop-owners who 
nevertheless usually have common problems and live in the 
same district. The public health service rather than the indus- 
trial medical service, which may not exist, has in this case a 
challenge to meet. 

Visual aidsy such as posters, leaflets which can be taken home, 
films, slides or the simple flannel board, are of great help to 
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conduct and attract interest towards group discussions. Printed 
material is more useful when it refers to only one subject. In 
that way the suspected tuberculosis patient will take away the 
tuberculosis pamphlet and read it with great interest, or the 
ovenveight worker will be attracted by the nutrition leaflet. 
A single booklet covering several subjects would be more ex- 
pensive, regarded as too heavy reading material by most of the 

workers and individual interest in one particular topic would 
be losi- 
ng/?// newspapers, a periodical health bulletin, radio and television 
programmes are also means which can be used. This type of com- 
munication has to be carefully planned to be of real help. One 
fundamental condition is that, while placing the emphasis on 
health, the form of presentation should not be only health. As 
far as possible the programme should be given an argument and 
the argument should refer to small details of local daily life, 
so that the reader or listener may recognize his own habits in 
the course of the programme. The kind of programme and the 
literature to be used should be selected and, if possible, prepared 
by the workers themselves, with the technical advice of the 
health worker concerned. 

A more advanced stage of group teachings is the health demon- 
stration. All previous procedures can be used and in addition 
a health exhibit can be arranged. The subject matter should 
be of a general character and approached from diflerent angles, 
so that the best possible advantage may be taken. For instance, 
the subject “Food” can be presented from the points of view of 
production, distribution, market hygiene, price, cooking, chemi- 
cal composition, importance of protein consumption, protective 
foods, dangerous foods, calorics, food handling, food preserva- 
tion, fatty foods, food additives, etc. Each aspect of the prob- 
lem should be illustrated by a model or a sample, a film or photo- 
graph in order to give a vivid and dynamic picture of the process. 
Simple comparative statistical data arc also of great assistance, 
especially if the teaching matter is compared with material of 
common use and well-known to the audience. 

S(^ety demonstrations arc also of great importance. Here again, 
the subject must be of a general character, e.g., “the eyes of the 
worker, and start with some anatomical and physiological in- 
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formation, insist on the importance of eye-glasses to avoid acci- 
dents and improve efficiency when deficient visual acuity makes 
glasses necessary, analyse eye accidents and their prevention, 
study ophthalmic occupational diseases, the importance of pro** 
tective glasses of different kinds for different purposes, etc. 

The preparation of the material for these health and safety 
demonstrations will take a long time and occupy many workers 
who may find great enjoyment in preparing models or collecting 
samples. The practical lessons they will draw from this experi- 
ence will be long-lasting and eventually be transmitted to the 
next generation. 

A large and elaborate health demonstration can form the basis 
for the celebration of a health and safety day or week, which has 
proved to be of enormous attraction to people. In such an enter- 
prise all the resources available within the commxmity should be 
c**g*gcd in an effort to make a deep impact on the population. 
The concurrence of the local civil and religious authorities 
should be sought, health demonstrations should be alternated 
with sports and social gatherings, all available means of com- 
munication should be used, and health and safety should be 
brought into the picture at every opportu ni ty , 

Whilst accepting the importance of these group activities, 
many health educators think that the greatest benefit is drawn 
from personal interviews and counselling. This is especially true in 
the case of expectant mothers who highly appreciate the per- 
sonal advice and individual consideration given them by the 
doctor or midwife. Time-consuming though it is, the health 
worker cannot neglect this kind of personal approach, which in 
many cases of a psychological charaaer is the only one possible. 

There are, ^ally, special groups, which need independent con- 
sideration, as in the case, for instance, of the migrant or seasonal 
worker who may find him?elf maladjusted to the industrial en- 
vironment and who faces the risks of urban life and factory work 
ill-prepared and sometimes ill-advised. This is a group with a 
very particular raotivation which might well be used by the 
health worker to impart a special type of education. 

The key to the success of a health education programme is self- 
government. The active participation of representatives of man- 
agement and unions at all stages of planning and operation of the 
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programme is not only desirable but indispensable. They should 
provide the ideas and to the greatest possible extent actually do 
things themselves. The health worker should confine himself to 
the role of an adviser. 

Along the preceding lines, we have tried to draw up the ob- 
jectives, methodology, and organization of a health and safety 
education program for an industrial conumuiity. This paper is 
a summary of experiences published by health workers’ from dif- 
ferent parts of the world, presented in a coordinated sequence. 
A bibliography is appended for the benefit of those who may 
wish to make a deeper study of the subject. 

We do not pretend to have described all the multiple alterna- 
tives of a health and safety education programme. Industrial 
plants vary enormously from one enterprise to another and work- 
ing conditions vary extremely in different coimtries. The 
development of industrial ir. ;dical services is also variable and the 
availability of health personnel is not comparable between 
coimtries in different areas of the world. Therefore only general 
principles can be set up and they have necessarily to be adjusted 
to local conditions of work. 

Most educational programmes have been designed to be applied 
to large factories where there is a medical service regularly avail- 
able. Nevertheless, we have to bear in mind that a great deal of 
the industrial work is done in small shops by independent or 
semi-independent workers, for whom industrial medical services 
are not normally available. It is, in our opinion, the responsibil- 
ity of public health services to undertake the health education 
of these workers as part of an overall occupational health program. 

Only by a continuous process of education can we expect to 
improve the health and safety of our labour force. The results 
are slow in showing themselves, but long-lasting. 

Summary 

It is stated that one of the difficulties in improving health and 
safety in industrial concerns is lack of information about these 
problems by both management and labour. These groups are the 
eventual consumers of a health education programme. At the 
same time they should actively participate in all stages of the 
programme. 
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A well coordinated programme of health education for workers 
would improve the situation but it is not the full answer to the 
problem since the worker is as exposed as any other member of 
the community to all the risks of the general population. He 
should be approached, bearing in mind that he is a member of a 
family and lives in a comm uni ty. 

The objectives of a programme of health and safety education of 
an industrial community arc to improve the health working con- 
ditions and to develop the interest and knowledge of individuals 
in health problems. Pure health education without the provision 
of health care services risks becoming theoretical. 

Team-work is recommended in order to obtain better results. 
All health workers should be familiar with the methodology of 
health education to play their roles properly. Usually it is 
necessary to ind!uce people to modify their habits. Understand- 
ing the interests, problems, and incentives of the individual is 
important in order to obtain his cooperation. Furthermore his 
attention should be kept and his interest stimulated. This is a 
slow and long process and it may take generations to actually 
modify the habits of a given society. Skill and frankness are 
indispensable to the health worker in order to obtain the con- 
fidence of the consumers. 

The teaching of health and safety in elementary and vocational 
schools is recommended so as to create a health and safety- 
minded generation who are the workers of tomorrow. Different 
methods of health education on the job are proposed such as 
group discussions, visual aids (posters, leaflets, films, slides, etc.) 
as well as wall newspapers, periodical health bulletins, radio and 
television programmes. Health demonstrations and the celebra- 
tion of a health day or week are more elaborate processes which 
produce very encouraging results. 

What is important in all these educational activities is to give 
the program self-government in the sense that representatives of 
management and labour decide by themselves on the planning and 
implementation of the programme and to use simple local argu- 
ments in which health matters are included. 

Personal interviews and counselling cannot be overlooked, 
although the time factor can be a reason for limiting their use to 
those cases that cannot be treated in a group. 
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The special situation of small shops where medical services are 
not available is brought to the attention of public health services. 
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HEALTH EDUCATION 
OF THE WORKER 
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Schools of Medicine and Public Health, University 
of California, Los Angeles 

Standard to most programs in occupational health is an activity 
segment devoted to health education. Whether the principle is 
delineated by an intemational body (i), by spokesmen organiza- 
tions of individual countries (2, 3), or by specific disciplinary 
groups within the health team in industry ( 4 ')^ the consensus 
points tp worker health education as a recognized undertaking. 
Because of this approval it has behooved medical dircaors to be 
energetic in providing information on health, and a variety of 
efforts has been eircountered in American industries, from the 
desultory to the detailed. Yet rare is the analysis of the effective- 
ness in a single industry of one measure over any other, and 
almost absent have been good control groups established for 
validation of program worth. 

It is the purpose of this writing to offer emphasis on the group 
method and, in passing, to state beliefs: 

1. The less mature the medical activity in industry, the less 
recognition there is of any needed interrelationship be- 
tween mental health principles and the educative process. 

2. The younger or less professionally sophisticated the “edu- 
cator,” irrespective of his tag— physician, nurse, health 
educator, or hygienist — and the yoimger the industrial 
medical program, the greater will be the reliance upon the 
traditional printed materials for generalized programs. 

3. The more distant, physically and emotionally, the edu- 
cator is from the group to be taught, the greater will be 
the use of inanimate published devices. 

4. A program of health education, to be successful or ac- 
cepted— whatever the criteria for this might be— must 
involve medical action in the form of preventive surveil- 

♦Proccedings: 13th International Congress on Occupational Health, July 25-29 
1960, New York, pp. 413-426. 
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lancc, aggressive therapy, or both. (These forms of 
action might be taken individually, or irrespective of each 
other, concomitantly or sequentially. For learning there 
must be interactive participation in a medicine-involved 
situation.) 



Needs for Health Education 

The loss to industry of production time from sickness absence 
has been estimated for one large public utility with an effective 
mescal department to approximate $10,450,000 per year (5). 
This company employs 75,000 persons, so that the cost burden 
carried by the organization is about $140 annually for each person 
on the payroll. These figures do not include additional losses 
from lowe^rcd efficiency resulting from the thinning of the remain- 
ing work force. The National Health Survey has shown that 
7.9 work-loss-days per employed person per year were experienced 
in 1957 ( 0 - With the current estimates of the labor force fluc- 
tuating around 67,900,000 plus, one can see the indisputobly 
mammoth dimension of this state of morbidity in industry. 

Both. physical and mental illnesses have their element of con- 
tagion, and even elementary epidemiologic explorations of med- 
ical department data can pinpoint work groups at high risks 
because of accidrat repetition, depressed morale, or apprehension 
over potentially hazardous work exposures. The personality 
malfunction of a supervisor can produce a totally ineffective, dis- 
affected work force. Impaired relationships between a man- 
agerial group the company” — and the employees ran result in 
endemic seeding of psychophysiologic reactions which will resist 
ordinary prudent medical care for prolonged periods. 

There are indications in industry, therefore, for definitive guid- 
ing action toward correction of improper health behavior, if for 
no other reason than a monetary one. The improvement in the 
general sense of fitness, well-being, and capacity to dem ons trate 
“bounce” will provide the worker with a solid planking upon 
which he can realize his resources to the fullest. This implies 
a dividend of satisfaction in living and in doing, accruing a ful- 
fillment untrammelled by restrictive symptoms or organic change. 
Attainable, therefore, through health educative means is the dual 
goal of work— productive effort and a sense of gratification. 
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The Concept of Health Education 

Definitions of health education have been attempted by nu- 
merous individuals and groups, all related closely or remotely to 
a medical care setting. At the Fifth World Health Assembly 
held in 1952, an Expert Committee on Health Education of the 
Public convened and inquired into all areas germane to this 
activity (?'). It was the Committee’s belief that health educa- 
tion, like education in general, was concerned with change in the 
knowledge, feelings, and behavior of people. Usually it concen- 
trates upon the development of health praaices believed to bring 
about the best possible state of well-being. 

Hiscock’s view of health education (f) included “all those ex- 
periences and processes by which people’s attitudes toward their 
own and the public’s health may be guided, and all the influences 
that will improve the health behavior of the individual and the 
health level of community life.’’ Gebhard (9), who has been 
.^erica’s leading protagonist of the health museum, put it 
simply when he observed that “Health education means leading 
people to be at ease physically and mentally.’’ 

Other interpretations have been these: Skinner and Derry- 
bc^y (10') in their review of health education as an outpatient 
clinic activity, looked upon this as being analogous to medicine, 
which was considered to be “ the art of applying basic biological 
sciences for the benefit of the physical health of the individual.’’ 
To them, health education was ‘ ‘ the art of applying an equally 
basic body of knowledge about the ways in which people acquire 
information, develop attitudes, and change their behavior about 
health.” In 1959 Harnett and Shaw (H) summarized the state- 
ments of 14 prominent health educators, who had been asked by 
the American Public Health Association to prepare brief descrip- 
tions of their specialty field (22): 

1. Health education is an instrument, a process, and a means 
of providing ideas, information, and knowledge for the 
purpose of influencing people. 

2. Education for health is more than merely presenting infor- 
mation. To achieve effective results, there must be a 
process of acceptance, development, and change within 
the learner. 
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Hc^th. education sttdnpts to tnotiva.tc people, persujidiiig 
them to understand, accept, and apply what they arc 
learning. 

4. To be useful and meaningful, healtli education must be 
carefully planned and effectively conducted by the teacher 
or health educator. 

5. Health education is a highly personal motivation for 
individuals toward healthy living arousing social action, 
developing awareness, and stimulating the use of health 
and medical resources. 

6. Health education is an end result and a sum .of all our 
experiences and motivations which add to health knowl- 
edge or influence health behavior. 

This stries of interpretations might be concluded with a para- 
phrase of the specific aini of health counseling 03), which is a 
step beyond health education and is applied to workers rather 
than to school-children: 

1. To give workers such information about their health 
status, revealed by appraisal procedures, as they can use 
to good advmtage. 

2. To interpret to workers and their families the significance 
of health problems, and to encourage them to obtain 
needed care. 

3. To motivate workers so that they will want and accept 
needed, treatment. 

4. To promote each worker’s acceptance of responsibility 
for his own health, in keeping with his stage of maturity. 

5. To contribute to the health education of workers through 
individual conferences concerning health problems. 

• 6. To gain understanding of the attitudes, problems, and 
needs of workers which may be dealt with in groups or 
through changes, in the environment. 

Common to all of these clarifying statements are the elements 
of Ca) a body of knowledge; (b) a system of communication; (c)a 
method of motivation; (d) change of worker attitude; (e) evi- 
dence of action; and (f) a betterment of adjustment. 

Implicit in this sextet of elements, particularly when viewed in 
the industrial setting, arc joint planning and participation. These 
come into being after expression or demonstration of areas of need 
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and interest by the worker and acceptance of suggested ideas for 
development by the educator. All of the contemporary concepts 
of education in health are applicable fully by the health team 
within industry and, as will be demonstrated, by the community 
agency which can offer intramural services to the business, manu- 
facturing, or commercial enterprise. 

TAe Operational Area 

The term "industry” is used here in a generic sense to represent 
any worksite where few or many people assemble each day to 
carry out a job of work. These tasks might be repetitive or 
imiquely creative, physical or cogitative, emotionally-involved 
or equipment-relating, or degrading or prestigeful. They can 
be found in manufacturing plants; wholesale and retail sales 
organizations; public utilities; research institutions; service 
establishments, such as hospitals, parcel delivery companies, or 
laundries; institutes of learning; or branches or agencies of 
federal, state, or municipal government. "Industry,” therefore, 
is the daily rendezvous point for hundreds of millions of people 
who, in varying degrees, are satisfying emotional needs while 
accruing an income to sustain the lives of themselves and their 
dependents. 

The establishments might range in size from a few workers to 
tens of thousands; might be in an urban or rural setting; might 
be family-owned, corporate, or cooperative in structure; might 
be the headquarters plant, distant branch, wholly owned sub- 
sidiary of a large parent company, the fabricating base of an 
old unchanging line or commodities, o/ the stress-filled home of 
an organization undergoing diversification demanded by product 
obsolescence. 

It is in these situations — ^with full in-plant medical depart- 
ments, occupational health nursing services or visiting part-time 
medical consultants — that aaivities in health education are 
being born or nourished, or are in full flourish or imminent 
decline. 

Some Contemporary Programs 

Before endeavoring a delineation of the principles to be in- 
volved in a successful program, it would be illuminating to 
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learn of some past or ongoing industrial health educational 
efforts. Programs divide into two varieties — one which en- 
compasses any or many health problems germane to the plant 
personnel, and the other which is based upon the presence of 
one patticular material or process potentially hazardous to 
health. The latter have been encountered in the petrochemical 
industry and atomic energy plants particularly, and more re- 
cently in activities concerned with the use of high-energy pro- 
pellant fuels for missiles. 

Historically, of course, efforts to bring about practices inimiVa i 
to the acquisition of disease have been encountered in all cul- 
tures, in parallel with the contemporary body of theory regarding 
illness etiologies. Action relative to health preservation was 
creedal, engineering, philosophic, or legislative. Modem move- 
ments in health education date back approximately 50 years, 
and coursed through three phases, as outlined by Galdston 00- 
The first was concerned with the presentation of facts, “crude, 
bare, and startling” though they were. Tuberculous lungs 
were displayed, and pictures of unbelievable housing were put 
before the viewers. The second period rose somewhat above 
the teaching of disease to what Galdston referred to as Pavlovian 
motivation, in which the stimulus still came to the learner from 
without but was presented to him through somewhat colored 
facts though in a highly palatable manner. The last of the 
techniques used was the connecting of the health information 
directly to the individual needs of the target person. The most 
extensive programs have been initiated since our knowledge of 
disease causation broadened and since regulatory measures for 
the public health became significant portions of federal, state, 
and municipal law. 



Industry's Experience 

The increased awareness of the worker, the trade-union leader, 
and the employer of the effects of deleterious work exposures, 
plus the introduction into industry of numerous new toxic 
chemicals and dangerous forms of physical energy have brought 
about a second reason for intensification of programing in hesdth 
education. To be sure, case finding has been undertaken at the 



work scene since the early introduction of the required physical 
examination for employment. Whereas today the yield of such 
procedures is utilized for inciting corrective action, rarely has 
it been applied in comparable manner following rejections for 
work. Industry’s health teams have aimed at a variety of goals 
in the past. Moving away from informing adults about com- 
munity sanitation, certain communicable and incurable diseases, 
care for the expectant mother, and “parent responsibility for 
children’s health,’’ there was, as Pritchard (J5) observed, need 
“to help adults deal effectively with situations affecting their 
personal health.’’ Health instruction of workers was aimed at 
rectifying those adult health problems which were productive 
of absenteeism, income loss, and early dependency. Further, 
because of risk exposure characteristic only of the industrial 
population, instruction was focused on familiarizing the employee 
with the potential hazards in his job and the measures he might 
take to preclude the development of occupational disease. 

Early in World War II the U.S. Public Health Service 
initiated its first industrial health education venture with the 
publication of illustrated leaflets, color posters, photographic 
exhibits, transaibed radio programs, and a motion picture. (A 
survey showed that among 2,500 pamphlets produced by 115 
agencies, only 36 publications on industrial hygiene were to be 
found. At best, only 20 of these were written to inform the 
worker on potential hazards and the means to avoid them.) 
The new leaflets became well known around war plants and were 
divided into two groups— ten important nonindustrial health 
problems, and ten job-related situations. For example, one of the 
publications of the latter group included reviews of carbon 
monoxide, benzol, dermatoses, and the dust diseases, among 
others. By 1942, the first three of the Workers’ Health Scries 
leaflets had a sale of 153,043- 

The wartime program at an air base has been described by 
Owen (l0> and the objectives, as she viewed them, were: (a) to 
develop an appreciation on the part of every employee and 
employer of his responsibility to prevent accidents and to develop 
and maintain good health; (Tb) to promote the well-being of the 
employees, with particular consideration given to physical, 
mental, family, and environmental health; (c) to promote medical 
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safety, sanitary, and Mcial welfare scmccs; (d) to interpret legis- 
lative programs relating to the health of the worker; and (e) to 
promote community understanding, interests and action in 
providing facilities and sendees. Implicit in these objectives is 
the activity encountered in many programs of “selling” the total 
health facility and its ^ctions. When the facility is one of 

ugh merit, this aspect is indeed one (or legitimate inclusion in 
health education. 

Owen divided her undertaking into a discussion of individual 
instruction and group instruction. In the first she delineated the 
use of follow-up and referral procedures after preplacement and 
periodic physical examinations, the teaching at the time of the 
visit for acute conditions, the informative reviews of the nature 
of venereal disease and the rare indication for occupational 
readjustment at first notification of the presence of such disease, 
the reporting and contact follow-up of communicable diseases* 
the role of mental health in resolving personal problems, and the 
intelligent use of clinical records for problem identification and 
corrertion of causes of absenteeism. Comprising group instruc- 
tion were such activities as the orientation program for new 
employees, safety teaching, classes for women employees in 
personal hygiene, training in food handling, education in com- 
municable diseases, classes for pregnant women, and the prepara- 
tion of materials on nutrition. Emphasized were the needs for 
single leadership in plant education and for integration with 
community activities. 



The health promotion components of a World War 11 industrial 
medical program have been presented in some detail by the 
writer (i7), and at that time through talks to trainees, the 
publication of Health Bulletins^ and the preparation and distribu- 
tion of posters, information concerning health problems germane 
to the day was made available to all employees of a Port of 
Emb^kation. Topics included the eating of the basic foods, the 
wearing of appropriate shoes, preventive measures against the 
common cold, blood procurement, and care of minor injuries. 

Figure 1 shows one of the posters designed and used in 1944 
[figure not shown]. 

A novel program originated during the same period in Brook- 
lyn, N. Y., called the Penny Plan for Health Education in Industry 



37 



(2^). In this plan companies with 50 or more employees were 
invited to participate. For one cent per employee per month 



certain health education materials and services were luade avail- 



able. These included: (a) a subscription to a monthly industrial 
health newsletter; (h) a copy for each employee of a monthly 
health education tabloid; (c) health education posters correlated 
with the tabloid; (d) health leaflets for employees; (e) guidance 
in information of health committees and programs; (Q films and 
speakers on health subjects; and (]g) cooperation in securing 
chest films, blood tests, nutrition advisory service, and industrial 
health personnel. No summation of the success or duration 
of the program was available. 

Comments on a few more recent in-plant movements in health 
promotion indicate some alteration in design. In one city the 
industrial health council sponsored an in-plant health education 
program in a local clothing manufactiuring company ( 19 '). In 
Atlanta, Georgia, the Industrial Health Council had as its govern- 
ing body, a board of directors whose membership was equally 
divided among representatives of employers, employees, and the 
professions. Among the objectives was included the sponsorship 
and promotion of health education programs in industry. The 
pilot study was conducted during the greater portion of l953, at 
the plant of Cluett, Peabody and Company, Inc., manufacturers of 
Arrow shirts for men. It was unusual in that the preparation and 
presentation of the program were accomplished by a community 
health agency, and the health educator who developed the 
program within the plant was supported by the agency and wa?’ 
not on the payroll of the company. Activities included the 
active sponsorship of the Plant Health Committee, the publica- 
tion and distribution of a monthly health newsletter, and the 
provision of health pamphlets.* During the noon meals speakers 
from the local medical society, community agencies, and health 
departments addressed the employees or led group discussions in 
the plant cafeteria.** Health films were shown weekly, referral 



*To offer a single dimension, 36,331 pamphlets on 126 difTetcnt topics were 
taken from the literature racks in an right-month period. This averaged about 27 
printed pieces per employee. Were they read, filed, or utilized in other ways? 

**In the course of seven months, 25 programs of this type were held, with 30 to 
112 persons in attendance. 
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services were carried out for employees with specific problems, 
diagnostic tests were offered in the plant (through cooperation 
o the plant medical and cotmty health departments), and a 
weight control program, including a special diet table, was 
offered. While all sponsoring groups were pleased with the 
program, and the activity channeled information not only to 
•employees but to their families and neighbors, no evaluation, 
record^ of before-and-aftcr studies, or documented measurement 
of attitudes or behavior were encountered. Also, the program 
presumably was executed only as a short-term demonstration 
project. Simultaneous with this pilot study was a comparable 
one at Scripto, Inc., makers of pens and pencils. 

One industry, where concern for the health of its employees 
Was great, spearheaded a prolonged total community effort in 
cooperation with the local cancer society in the education of its 
worlars and families in the early detection of malignant changes 
(20). The experiences of the people in West Point, Georgia, with 
this "all-out” program, were documented in a half-hour tele- 
vision shdw, "Just by Chance,” filmed for the American Broad- 
casting Company. Pointed up were the leadership role an 
industrial organization can take and the fact that the target need 
not be one of immediate relationship to the manufacturing 
process, but of general health concern. 

Programming this type of employee education is not necessarily 
limited to the efforts of a plant medical department, a community 
agency, or a national insurance company. One paper plant (2i) 
dwing the execution of a successful safety program lost four 
highly skilled employees, two from cancer and two from heart 
disease, within a four-month period. It was decided that, as the 
basic objeaive of any safety program was to keep the man on the Job, 
and as an employee was just as lost to his job and his company 
whether disabled by injury or dead from cancer, health education 
was to be inte^ated into the safety education aaivity. Covered 
were the topics of cancer, heart disease, poliomyelitis, tuber- 
culosis, the common cold, off-the-job safety, and first-aid training. 
Ellerson, the author of the report of this program, expressed 
himself as believing that the indirect returns could be seen in 
‘improvement of morale, lowered accident costs [and] increased 
produaion efficiency.” 
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Of interest was the comment, made by the same writer, regard- 
ing responsibility for health education: “Where a company bas 
a Medical Department separate from the personnel or safety 
department, tt tfiigbt be tnors appropfiafe [italics minej to allow the 
per onnel in the medical department to direct the health education 
programs. But inclusion of health education in the regular 
established safety program will cause the least amount of con- 
fusion and upheaval to both company and employees, and this 
method of getting health education across to the employees 
should certainly be considered regardless of organizational 
structure of the company.” 

The atomic energy establishments in the United States have 
had, since their inception during World War II, full-spectrum 
preventive medical progralp (22). The writer has described 
(23, 24f 25 ) the health education program developed under bis 
■ direction while at the Oak Ridge Mational Laboratory. This 
program was built upon a solid planking of a desire to communi- 
cate clearly, constantly, and in many media, and to recognize 
increasingly the distinct worth of the individual employee so that 
alleviation of his anxiety, whatever its cause, was the immediate 
action to be taken. 

Branchini (2d), health educator at the Hanford Atomic Produas 
Operation of the General Electric Company in Richland, Wash- 
ington, has outlined the program in a community where the 
industrial medical facilities, the hospital, and the'public health 
unit were administered by the company. A health activities 
committee with wide employee representation was organized to 
carry out the health education program, hi the plan were a 
monthly health bulletin, monthly health and safety meetings, 
special speakers, films, special health campaigns, new employee 
orientation, and maximal teaching use of dispensary visits. 



In a chemical company (27) employee health forums were intro- 
duced offering a slightly different concept of on-the-job health 
promotion. 

The initial announcement read : 

The Plant Medical Department is instituting on a 
trial basis a program of Employee Health P'orums 
open to all personnel and designed to provide a 
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means of dissemination of general health knowledge 
to our {)lant population . These forums will consist 
of movies, tal^, and discussion sessions in which 
we mil attempt to answer problems which may be 
confronting tnc employee. . . . The purpose of 
these forums will noit be to advise specincally con- 
cerning treatment of diseases, but rather to acquaint 
the individual w"’ ' '^icnaturcofcertain diseases and 
to attempt t. misconceptions relative to 

these conaitiw . 

Dr. Marjorie YoiUx^. in a now often quoted project, 

attempted to study the existing health education programs in 
a sample of 25 Massachusetts industries and came to these 
major conclusions: 

1. In-plant health education activities currently offered by ' 
conummity agencies had low interest and appeal to both 
managerial and imion personnel. 

2. Activities related to industrial hazards were readily 
accepted by management, but these were not offered by 
the agencies relating to the study plants. 

3. The presence of full-time in-plant nursing service facili- 
tated promulgation of educative activities related to 
job-connected injuries and illnesses, but not of the 
general health education programs. 

4. Health education active ies which were not integrally 
part of a medical service were more readily accepted than 
those of a more general nit4.ure. 

5. The chief barriers to health education identified by 
agency, union, and managerial personnel grouped into 
six major categories: time factors; worker attitudes; 
agency attitudes, organization, and administration; 
managerial attitudes; materials and methods of health 
education; and the plant and its operation. 

6. Media and methods requiring little time, effort, space, 
and minimal interuption of plant activities, such as 
pamphlets or posters, were utilized more frequently than 
those demanding time, space, and changes in routine, 
such as films and gi'oup discussions. 

7- Multiplicity of voluntary health agencies and the current 
conflictual sit»:?tions among them led to stxw.g negative 
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attitudes and precluded cooperative efforts at in-plant, 
program planning. 

8. Lack of worker interest was seen as major barrier to 
general health promotion, yet agencies attempted to 
superimpose tucir activities without pre-dctermiulng 
worker needs, interests, values, or backgrounds. 

9. There was no evidence of evaluation of the programs, as 
seen in the lack of established goals or evaluative 
criteria. 

10. There was considerable doubt as to the appropriateness 
of the plant setting as the scene of health education, and 
a feeling that out-plant community groups might be used 
to greater advantage. 

, Pointed up in this study was the indicated re-examination of 
worker need and current health education philosophies, pro- 
grams, and materials. The absence of evaluation merely pro- 
longs the perpetuation of errors in what is perceived and what is 
offered. The industrial plant is an ideal site for the establish- 
ment of learning situations but, presumably, the community 
agency has not made an acceptable inroad. 

In an eight-year study conducted in the same area, Hazen, 
Roberts, ^d Young (2P), working in 16 plants, explored the man- 
ner of coordinating agency health education services for industry, 
and the educational patterns which would be practical in the 
industrial setting. Because of singidarity of interests among the 
participating agencies, coordination of effort was incomplete, 
and although coordination at the planning level was attainable, 
extension to the level of joint action was not reached, with the 
same case. Significantly related variables were encountered in 
the positive support given the programs by managerial personnel 
and the ineffectiveness of plant health committees. 

There seemed to be minimal participation of trade unionists in 
the planning, and discouraging to encounter was that, “Confer- 
ence with industrial nurses and with personnel directors revealed 
that they did not understand, generally, what health education 
is, but that they arc concerned about production, employee 
absenteeism and the cost of group health insurance and that they 
have some responsibilities with respect to employee health. 
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They do not see a direct relationship, however, between these 
concerns and responsibilities and health education.” 

Somewhere in this area of exploration the more knowledgeable 
industrial nurses were not found, or the intervention of outside 
agencies was resisted through a lack of more active utilization of 
the nurse in the program itself. Disinterest might have been 
misinterpreted from the passivity shown. It would have been of 
interest to have known of the strength of the medical departments 
in the plants included in the study. As with all research, further 
hypotheses derived from the findings need testing in additional 
comprehensive research settings. 

Programs in Hazard Control 

As indicated previously in this writing, programs in health i 

promotion are initiated in certain industries to permit familiariza- I 

tion of the workers with potential health hazards in their work 
contacts. In a timely review of educational activities in industry, 

Sexton (30) presented a program designed and used in a 2,000- 
worker chemical plant, for the orientation of employees to the 
hazards of hydrogen cyanide, ethylene oxide, and toxic chemicals 
in general. Of particular value in this program was the evalua- 
tion of its effectiveness, which included not only the reactions of 
the workers to the media provided, but also the reactions of their 
families. In planning the program, many of the deficits of 
previous ventures, such as those pointed out by Young (2^), 
were recognized, and corrections were made in the initial phases. 

Chronologically, the first effort at providing information on i 

the toxicity, of hydrogen cyanide, at the inception of its large- 
scale product! ^, was the holding of group discussions with the 
operative group by the medical director, the safety director, and 
the production supervisors. The question and answer periods 
were of extreme interest, and no visual aids were employed. 

After two years of operation, new personnel was transferred to the 
unit, and with a post-exposure death of one of these, better 
training was indicated. 

The initial program was enlarged and repeated and a leaflet 
in a slip case was developed for distribution to the workers of 
the unit. The material was presented in a forthright manner, 
and descriptions of the signs and symptoms of hydrogen cyanide 
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{^isocing were offered, in addition to rescue and first-aid instruc- 
tions. Other booklets of somewhat similar format were pub- 
lished in the interest of preventive medical procedures. These 
covered injuries from ethylene oxide, firom a eroun of toxic 
agents going into the production of a single chemical, and gen- 
ial ^emical injuries. With the latter brochure went a letter 
in miniature from the Medical Direaor, and a personal health 
identification card.* Of particular significance was the simul- 
^eous issue to all employees of a letter fiom the Plant Super- 
intendent, which appears as Figure 4 [figure not shown]. This 
undertaking represents a new departure in health education: 
the program had top managerial support in writing, and the 
materials offered, to the workers in no way 'attempted to mini- 
mize the hazards or to depreciate anyone’s responsibility for the 
preservation of health or saving of lives. In the da)rs of aaive 
jractice of the “assumption of risk” defense, employee orienta- 
tion was not only unheard of, but thoroughly antithetical to the 
then best interests of industry. This was pointed up strikingly 
by Alice Hamilton 0l)» who wrote of the use of immigrant 
workers in the United States in 1912, and described the movement 
of Bulgarians, Serbs, Poles, Italians, and Hungarians to this 
country to search for a better life for thrmselves and their 
children. Sometimes they thought they had found it, then 
when sickness struck down the father things grew very black 
and there were no old friends and neighbors and cousins to fall 
back on as there had been in the old country.’’ Supcrsalesmen 
from steamship lines had painted glowing pictures of the largesse 
of American jobs and wages, and some 600 Bulgarians left their 
villages for Chicago. “Of course they took the first job they 
could find and if it proved to be one that weakened and crippled 
them — ^wcll, that was their bad luck.” 

The imaginative — or perhaps intelligent, or necessity-indi- 
^practice of -fa mili a rizi ng employees with the hazardous 
exposures they will have on the job was initiated somewhat 
earlier by one of the petroleum companies. In a Manual for 
Safe Handling of High Boiling Oils from Catalytic Cracking (32), 

•Published by the American Me’Vad Association, 535 North Dearborn St., 
Chiago 10, III. 



the then bold statement was made. “On the basis of available 
data, it appears that only those catalytically cracked stocks which 
boil above 700 “ F. are suspected of having the property of pro- 
ducing skin cancer.” It was stated also that thi-v irnmr «« 
case of cancer in man to have been produced . . . through 
repeated and prolonged exposure, in a manner similar to the skin 
exposure of the experimental animals to the oils.” The com- 
plete series of recommended precautionary praaices then was 
prerented with, among esher considerations, discussions of 
equipment care, housekeeping, process equipment design, use 
of protective clothing, and the role of tire medical department. 

These programs have exemplified the use of specific approaches 
in indusmes where hazards are known, and the objective is to 
create within the worker a total awareness of environmental 
dangers and a knowledge of his role in coping with these dangers. 
While these particular companies epitomize the broader view of 
occupational health,* many organizations follow still the archaic 
/ belief in isolating the employee from all information which would 
/ bring to him reality and truth. 
f 

I Milieu for Teaching and Learning 

! Many an educator has assumed that, as an industrial plant is 

‘ the gathering site daily for thousands of people, the workers are 
( captive and will respond to any stimulus, particularly those 
thought to be .good by the stimulator. This assertion is discredit- 
ed easily by anyone who has attempted to impart information to 
a ^oup without knowledge of its needs, cultural coloring, ethnic 
origins, or traditional methods of perceiving health, medicine, 
and their practitioners. Much has been written of this. As 
Skinner and Derryberry (JO) have put it, “It is important for 
everyone to become more familiar with the nature of the cultures 
and the wa)^ of life of others: their goals in life; their values, 
beliefs, traditions, customs and taboos with respect to health 
and illness.” 



♦ An additional contemporarjr example of this practice is the plant engaged in 
the development and testing of propellant foels. To each worler goes a two- to 
five-page memorandum on the safety precautions and handling procedures of, for 
example,^ nnsymmetrical dimethyl hydrasune and fuming nitric acids. In these the 
toxicity is spelled out to the frontiers of our curtrat knowledge. 
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But of greater importance to the disseminator of health in- 
formation in industry is a knowledge of the technology, the 
operations, or the manufacturing processes. As the worker is 
concerned intimately with his relationship to the work and its 
effects on his health, it is this culture media which can be used 
most productively in stirring up his self-concern. With the 
emphasis placed upon the hazards of work by trade-union leaders, 
by physicians in industry, and by the press, which headlines 
boldly illnesses and injuries in plants, an already structured 
awareness exists for the addition of the learning. 

With this awareness, though, there is apprehension, and this 
was especially msiiifcst during the early days of the Manhattan 
District Project, when the newly imported workers to the atomic 
energy plants were acutely aware of a danger but, of course, could 
not sec, feel, taste, or smell it. Health educative programs 
established for the alleviation of this kind of apprehension must 
be built upon the principles of mental health, so that fears stirred 
up by the job can be partially worked through by knowledge. 
To effect a change in the beliefs, values, or concepts of the ex- 
posed work force, a close relationship must be established between 
the educator and the recipient of his wares. For this reason, the 
medical department is placed ideally to become the central 
operating agency, in contradistinction to the community health 
agency, the personnel department, or even the employee 
counselors. 

It is to the physicians and ni ,scs of industry that the 
organically or emotionally troubled worker comes, and the 
sensitive doctor or nurse, through a warm interrelationship with 
him, can bring about behavior which will resolve the anxiety- 
provoking problem. When there is a solid rapport with the 
employee-patient, when there is mutual confidence, and when 
there is interdependent trust, then, and then solely, can the educa- 
tor iiake any progress in motivating the worker to a change. 
The altered health behavior might involve a new regard for 
pronouncements concerning the use of protective devices, the 
keeping of followup appointments for diagnostic procedures, 
the serious thought for the well-being of a son or daughter, or 
the new value placed upon early reporting of symptoms. 



A program of education, with the objectives seen in this light, 
and based upon the premise of respect, indicates that the educator 
has forsaken his time-known authoritarian position and approach 
to the employee-patient. Implicit in this, also, is the concept 
that the educator no longer demands dependency on the part of 
the worker and a submissive acceptance of every dictum issued 
by the educator. The nurse, physician, hygienist, and educator- 
like the teacher in general education — must be mature, recog- 
nizing the dignity of the individual he is teaching, and taking 
care not to add the element of guilt to his pre-eidsting burden of 
illness or feeling of anxiety. The use of authoriurian principles 
in this relationship, as emphasized by Koekebakker (33), is 
llhely to make his client believe that illness could have been 
avoided. The patient ‘should have taken meast^res sooner,* 
should have been more careful,* ‘should not have become over- 
tired.* Even without the patient’s falling ill, a feeling of guilt 
; may arise in connection with the patterns of behavior which the 
health educator tries to teach his clients.** This provokes the 
/ opposite kind of behavior, and in place of a positive response, 
/ there is negativity resulting from the anxiety, the guilt, the 
/ resistance lighted up by the authoritarian “educator.** 

The problem becomes more complex when a professionally 
trained health educator is added to the medical team and he finds 
his methodologies opposed to the rigidity of emotional immatu- 
rity encountered occasionally among other members of the medical 
team, who also try their green skills in education. The patient 
cannot understand the democratic permissiveness of the learning 
situation as developed by the educator, when the old autocrat- 
subject relationship is what he faces during every visit to the 
indusfrial dispensary. Let us try to get the feeling tone in these 
remarks, heard by the writer in various medical installations 
he has visited. A nurse: “You can’t see him [the doctor] now. 
You’ll have to come back later!” Another nurse: “Oh. It’s 
you again.” A physician: “You couldn't have done this on the 
job.” Another physician: “Go on back to work— you’re just 
goldbricking.” A nurse, dispensing some tablets: “Now, take 
these for mt." [Italics mine.] Any nurse or any doctor: “Well, 
how are iw, today?” Or: “You don’flobk so sick.” And 
when asked about a diagnosis, a physician: “You don’t have 
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to know.” Derogation, suspicion, arrogance, ill temper, and 
paternalism all operate to cancel any positive feeding the patient 
could have toward the medtcal groups. In this milieu of amhiV” 



i'.lence, then, the health educator and the patient are both sup- 
posed to function effectively, and each is expected to grow. 

The health education program, therefore, must have as an 
intrinsic factor persons who are emotionally mature, who do not 
need to work through their problems with relatively undefend- 
able employees. A fiirther problem is created through the main- 
tenance of rigid attitudes in the medical installation. Workers 
identify medical department personnel with the management 
force, in spite of the attempts of the health staff to retain a posi- 
tion of neutrality. The employee forgets, also, that fh cotnpany 
pays everyone’s salary, and dichotomizes the work force into 
management and labor, irrespective of union membership or 
job designation. Because of this view, medical behavior patterns 
of the type reviewed alienate the worker not only against the 



health department but against the entire company. Many a 
negative attitude toward an employer is g-nerated by unthinking 
behavior in the medical department. 







The Ideal Program 

This leads to the configuration of the ideal health education 
program. As implied earlier, it is based upon these points : 

1. A close educator (generically used)~worker relationship, 
with acceptance of ail workers. 

2. An understanding of or solicitation of needs. 

3. A joint planning and execution by teacher and learner. 

4. A maximal use of the group method. 

5. A minimal use of printed media, but definitely employed 
when indicated. 

6. A recognition that the job situation is the springboard 
for general health education. 

1. A dost educator-worker relationship.— This is created by a sense 
of welcome in the medical department. Every patient feels 
wanted, and, irrespective of the severity of the condition pre- 
sented, the staff understands that there is a need for his making 
the visit, or he would not be there. 
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A 33-ycar-old engineer had a long history of a postural disorder 
of the spine. His visits were dreaded by the medical staff, for he 
talked endlessly in a tiresome voice, asked questions to which 
there were no well-established answers — ^making the staff feci 
insecure— and rarely followed the suggestions offered. But, 
eventually, understanding permeated the staff that this man b ^ d 
emotional need for these visits, so that in the future, physicians 
and nurses, in place of “takin’ to the hiUs,” greeted him with 
patience and an insightful capacity to listen. Counseling? 
Health education? In any event, supportive therapy. 

Mr. S. had lost his wife, she having had a metastatic cancer 
of the breast. At the age of 58 he was lost without her, and he 
rarely saw his sons and their children, although they lived in the 
same community. He began to visit the dispensary at increasing 
intervals because of an old asthmatic bronchitis. The nurses, 
although realizing the chronicity of his condition, nevertheless 
j gave personalized attention without hesitation. They were 
y aware of his needs for conversation, a modicum of medical care, 
/ and a little attention. So Mr. S. received a warming reception 
^ on each visit, felt better, and was a more productive group leader 
f beca.use of it. Again — ^health education or emotional support? 

Insightful attitudes result when the educator acquires a knowl- 
eage of the role of emotional factors in his own life and those of 
his {dients. But until the educator is sufficiently free from the 
emotional ties which constrict, his own activities or misdirect 
them, his understanding of the employees* needs and their 
manner of expressing these— whether verbally, nonverbally, 
through action only, or through diverse other means — ^will tend 
to be authoritarian and unsuccessful. Only when the teacher 
is comfortable within himself can he establish a good relation- 
ship with another. 

2. Solicitation of Needs . — ^To formulate a program without 
consultation of the employee group is foolhardy. To be sure, one 
would believe that when cold weather comes, eJucaticnal efforts 
should concentrate on the common cold, influenza vaccine iniec- 
tions, physical conditioning for snow removal, and the like. 
Yet if a merger of the plant with another organization is immi- 
nent, or if a new process is going on with vaguely understood 
health hazards as part of it, or if the plant is readjusting to a 
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personnel cut-back, then information on respiratory infections will 
be unwelcome, unnecessary, and unused. At a time of increased 
tension the objective would be alleviation of the anxiety aroused 
by the imagery of unemployment, occupational disease, or 
incapacity. The. health educator must be attuned to the feelings 
of the group and seek out, through inquiry or through an inspec- 
tion of absenteeism, dispensary visit, or injury records, the par- 
ticular persons at work who arc manifesting evidence of stress. 
Through the group method, crucial questions germane to possible 
job loss or illness can be brought out for review, and by providing 
the correct answers, concerns which have been verbalized can 
be calmed. 

Through an open-door telephone -policy employees will feel 
free to call the physician or nurse at any time and know that the 
inquiry will not depreciated. Infrequently this will lead to 
such calls as the type received. by the writer on several occasions. 
The employee telephones thedindustriaf physician at 10:15 p.m. 
and states: “I didn’t want to bother Dr. Jones [his private 
physician] so I thought I’d call you.” In spite of the provoking 
prelude, the worker is probably saying that he called his plant 
physician for he wanted information and clarification which he 
knew he would get. Through an active acceptance of all in- 
quiries,- one will learn the situations 'truly^^disturbing to the 
employees, and from this, directional leads for- health education 
accrue. The primary mechanism in action is the bilateral free 
flow that allows a comfortable interchange between worker and 
educator. 

3. Joint Planning . — ^Solicitation of and recognition of the 
expression of need fuse into a system of joint planning between 
work groups and educator. If .one anticipates that the topics of 
choice will not relate to the>^ significant health problems as per- 
ceived by the medical staff, and if one possibly is threatened by 
this, or if one believes that the group “doesn’t need” information 
on the subject selected, then the health educator should investi- 
gate his own inflexibility. Whatever the area of choice, as 
verbalized by the group in joint session, the educator must 
follow through and provide opportunities for discussion on that 
content area. 



The tradcunion group was invited to aid in planning a health 
education ^ogram. At this particular plant, after consultation 
witn tne toys," the group’s officers reported that they wanted 
i^ormation on radiation (the company’s primary occupational 

u ^ mental health program )rou have over 

there. The first suggestion bespoke concern, even after approxi- 
mately nine years of work experience since the opening of the 
plMt. Further planning was carried out jointly with the union’s 
offiads, the Safety Director, a representative of the Health- 
Physics Division, and the Medical Director. The program was 
structured, with total agreement, in such a way that a series of 
nine meetings were held for 100 workers each, each session opened 
juid closed by the umon secretary. These were held at weekly 
intervals, and brief talks were given by a health-physicist, the 
Srfety r^ector, and the Medical Director, on the basic theme 
of raffiation . The following topics were reviewed at each session : 

I (a; the of radiation, (b) safety precautions, and (c) medical 

/ rwponsibilities and the worker’s responsibilities. At the con- 
dusion of the brief talks (with slides), discussion was held so 
mat numerous questions, could be presented. The Medical 
Director brought up directly, for clarification, the question of 
sterility,” in regard to working with radioactive sources or 
ma^ials. This obviated the employees’ inquiry and some 
embarrassment based upon a lack of pertinent verbal skills. The 
^ilcerh centered actually not around sterility, but impotence, 
m much' the same way that World War H production plants had 
their old wives tales and fahe rumors regarding the effects of 
metrng and welding, this plant still had its folklore in need or 
aplanation. This was handled lightly and with satisfaction to 
the men. A further technique was utilized on this occasion 
which was followed thereafter in all health education efforts. 
As the plannmg was shared, so was the carrying out of suggested 
action. In these discussions with the workers it was empha- 
si^d in ever)' summation that precautionary rare was not a 
responsibility of medical surveillance alone,, or of health-physics 
area and personnel monitoring, or of safety engineering, but of 
all these combined with each person’s close observance of work 
regulations. Health education became then, an explanation of 
the topic reviewed, and a delineation of assigned functions, to 
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be executed jointly by employer and employee. This sense of 
conibined responsibility was underscored repeatedly, so that no 
feeling of paternalism ever was conveyed. These points were 
the reasons for the successs of these meetings, as measured by the 
feeling of satisfaction expressed by the workers for several weeks : 
(a) joint planning; (b) joint execution; (c) presentation of factual 
information; (d) forthright discussion of sensitive areas; (e) 
adequate time for review of all questions asked; and (0 declara- 
tion of joint responsibility in medical safety. The same plan nin g 
was undergone at a later date for the topic of mental health. 

Pointed up here is the necessity for recognizing the immediacy 
of an expressed problem, for developing jointly the relevant 
counsel, and for demonstrating the fact that the goals decided 
upon conjointly are realistic and immediately obtainable. 

4. A Maxifnal Use of the Group Method . — ^As implied in the 
paragraphs just presented, the group discussion is the method 
of choice with workerr. This provides for the free review of i 
a subject, in a democratic milieu, and is thoroughly conceivable \ 
in American indastry. Kiapper (34) expressed it well when he 
wrote. Face-to-face discourse is generally regarded as the most 
effective instrument of pedagogy and persuasion by virtue of such 
capabilities as flexibility, immediate provision of reward or 
punishment, and other characteristics deriving directly from the 
personal relationship involved.” There are advantages beyond 
the obvious ones of unhampered interchange. The fo rma t- 
permits the group to know the educator as a person when he 
serves as discussion leader. If the educator of the momen.’: is 
the plant physician or nurse, this newborn relationship create? 
a greater degree of freedom or motivation for his reporting to 
the dispensary. An employee who has sat through a group 
discussion with a member of the health team is much more likely 
to seek medical aid when needed than one who knows no one in 
the medical department. The ease of communication in the 
first situation foretells the feeling tone which the employee will 
experience when he moves over to the role of patient. A dis- 
cussion of the topic chosen by the group allows everyone to 
verbalize his feelings, his anxieties, his gaps in knowledge, his 
complaints. Whatever he says, as a member of the group, is 
heard, accepted, considered, and reviewed. Being listened to 
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by his peers and the educator creates a good feeling, and 
through this sense of participation in a medical subject, he is 
brought closer to the essence of the medical mission in industry. 
Not only is this desirable for him, but with a positive attitude 
generated in him, he will serve frequently as an unofficial public 
relations representative of the health service, and thus aid in the 
broader acceptance of the preventive medical program in general. 

In any discussion structure there is equity among all partici- 
pants, and the material under consideration becomes a part of 
each member, for he has aided in the formulation of the ultimate 
plan of action. This is much more acceptable to him than were 
the same content lectured to him or talked to him. He assisted 
in its birth and will not disclaim or discredit something in whose 
creation he assisted. This method fits the instruction of 17th- 
century Comenius when he wrote "Let the purpose of this, our 
dialectic, be to discover and use a method of instruction by which 
teachers teach less and learners learn more.” 



5- A Minintal Use of Ptinted Mjeditt. — h. wealth of accurate and 
well-presented material is available in printed form — primarily 
in brochures or leaflets, and secondarily and more succinctly in 
posters. The former have seen wide use since the beginnings of 
the movement in health education, and innumerable pieces are 
available from governmental agencie. . insurance imderwriters, 
and trade associations. Frequenrly these items are distributed 
among employees or made available in racks, and their mere 
disappearance has led many educators to conceive of this device 
as a popular medium of teaching. The premise of this brief 
discussion on pamphlets (and posters) is that they are good in- 
struments when selected carefdly and checked for authenticity 
or bias, when used sparingly, and in well-indicated situations 
only. 

Their first value, as seen by this writer, is to back up a discus- 
sion with an employee held either in group session or individually. 
As an example, a worker was troubled with hemorrhoids, and 
following the taking of a history and conducting a physical ex- 
amination, counsel was given regarding bowel habits, diet, 
medication, and the relationship of hemorrhoids and constipa- 
tion. After using some medical drawings for clarification of the 
anatomic and pathologic changes involved, he was given one 
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pamphlet germane to the subject and certain sections were marked 
for his reading. The publication was the best of several avail- 
able, had good illustrations, and was attractively printed. 

On one occasion a carpenter v/ho had sustained many digital 
injuries was visiting the dispensary again for a laceration of a 
finger. When he was called into the physician’s office, it was 
seen that he hr d selected two pamphlets from the literature rack. 
It would have required no effort to forego comment on this action, 
but by doing so a valuable clue would have been missed. The 
physician asked the carpenter which brochures he had picked 
from the rack and was shown one on alcoholism and another on 
allergy and asthma. When the employee was asked the reason 
for h*'s selecting these particular publications, he offered, with- 
f"'" ’ jitation, the information that there was a drinking problem 
. is family— his wife, it developed— and his older child had a 

history of allergy. From this beginning there were effected re- 
ferrals of both family members for conditions which the worker 
had neglected or denied for several years, or had attempted to 
cope with, imaided because he knew of no help available. The 
rapport which grew from this simple inquiry regarding pamphlets 
led eventually to a remarkable lowering of the man ’s injury rec- 
ord. He had been able to talk about a problem which had been 
troubling him for a long period of time. 

Most often the first activity of a yoimg educator is to obtain 
as many printed pieces as possible and make them available in 
strategic places. This is done, in his belief, to provide informa- 
tion to the uninitiate and less worldly in health knowledge. 
The sole criterion utilized by him, in his enthusiasm, is the num- 
ber of leaflets removed, and this he equates with a subamoimt of 
health education. Were the materials read? Were they taken 
home? Were they used to slip under the short leg of a table? 
Or were they taken because of a specific interest in the conditions 
reviewed in the publications? The distributor has only the 
quantitative measure of the disappearing pamphlets and cannot 
interpret this as a mark of success in the dissemination of infor- 
mation. A plea is made for an economic use of these devices, 
for so often pamphlets, like posters, become part of an unseen 
environment as they age and their comers droop with time. 

54 



These devices are used with great and good intentions by the 
neophyte who, as yet, has not developed within himself the 
capacity to carry out his educational functions on an interper- 
sonal basis. He shunts this responsibility onto the inanimate 
object, which is actually the work of another who bears no rela- 
tionship to the worker-learner. In essence, this educator is 
asking that another take on his task of teaching, for he himself 
is unpossessed of these skills. Yet it is only he who knows, 
or should know, the needs of his plant population. In place of 
answering these needs with specifically designed discussions, he 
allows the printed materials, mass produced, to substitute fot 
his own efforts and his own thoughts. The same step is taken 
frequently by the director of a new health service and in his 
enthusiasm for adding this segment to his program, he fills 
shelves, covers walls, and stuffs pockets with these same printed 
materials. This is no panegyric against these excellently pre- 
{ pared brochures and placards, but merely a plea for more prudent 
^ use of these, in more rewarding situations. As Cantor (35) has 
mentioned. It is the way in which the teacher uses her responsi- 
bilities, her authority, and her spirit that encourages or inhibits 
the learner s genuine participation in the teaching-learning 
process. Omitted is any comment on educational tools. 
This feeling could serve as the educator’s guiding philosophy. 

6. The Job Situation as the Springboard for General Health Educa- 
tion. The job situation is looked upon here as the worker’s 
total life within the plant. This includes the time actually 
spent at work and that portion of the infrequent or recurring 
days when medical care is sought at the plant health facility. 

The work effort and the exposure to potential health hazards 
will serve as the basis for educational programs oriented to the 
particular hazard of concern and directed toward alleviation of 
the anxiety associated with the exposure. From this kind of 
beginning there will spring other activities, sought by the 
personnel of the medical department. At the installation with 
which the writer was connected, for example, a scries of talks 
had been arranged with the plant’s union representatives. These 
sessions had as their objective a better understanding of injury 
reporting, particularly at shift change, on weekends, at night, 
and over holidays. The meetings were so successful that the 
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union committee requested additional get-togethers so that 
personal hygiene and vacation first aid could be discussed. 
This was followed in the fall by a review of the athletic Ir-juries 
incurred by the company’s teams. 

These were topics unrelated to the job per se, but which in- 
directly concerned the occupational health of the personnel in 
light of the possibility of resulting illness absence from these 
extramural activities. The meetings were comfortably sequen- 
tial to the initial set and pointed up the ease with which general 
health matters can be introduced once job-centered medical 
problems are discussed. Had vacation first aid and other off- 
work subjects been presented first, their reception might not 
have been so strong. 

The other utilization of plant time involves the coupling of 
education with a medical experience. When material is offered 
to a group of workers in connection with a preventive activity 
not germane to their interests at the moment, the information is 
not regained, for it is out of the context of their lives at that 
particular time. It is difficult, also, to envision that it is being 
stored, as is the input in a computer, to be of value on retrieval 
at a later date. To be of utilizable worth, the educational 

offering must relate temporally and substantively to the indi- 
vidual. 

A millright was working with a helper in moving a heavy 
power tool. In place of a hoist he used his hands and caught a 
thumb, amputating the distal half of the distal phalanx. On 
completion of the surgical repair, with the patient comfortable, 
his action was reviewed, the emotional reasons behind the 
disregard of precautions were identified, and all of this was 
discussed with him. Some of the background casually related 
to the injury was presented for joint consideration, and the pa- 
tient was allowed to develop his own conclusions about safe 
behavior in the future. 

A technician presenting herself for a premarital blood test was 
asked if she would care to review any questions she might have. 
This was the accepted medical department procedure in place of 
conducting only the serologic test. The counseling opportunity 
brought out some gross ignorances in need of replacement by 
knowledge, in addition to a wealth of fears and old wives’ tales. 
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The discussion with the young woman was followed by a session 
with her husband-to-be, and a marriage was started off without 
some of the trauma frequently accompanying this status change. 

A patient requesting care for dysmenorrhea has a much more 
recet tive attitude to an exploration of psychogenic causes and 
personal neurotic needs, then, than one during a compulsory 
course of the health of the working woman. When headache is 
the chief complaint the educational opportunity is greater than 
when the employee is stopped in his work activity when headache- 
free and asked to attend a session on pain in the head. These 
comments point to the ideal use of clinical moment— that 
moment when discomfiture is paramount and when contemporary 
investigation and removal of causative mechanisms will have 
future operative value. 

Motivation has been discussed at length in all deliberations 
on health education. It has entered significantly into nearly all 
j the areas illuminated in this presentation. Spencer (3tf) put it 
’ pithily when she observed that “ . . . educators are still wrestling 
with the problem of squaring knowledge and action, of activating 
people to use the information they possess, of influencing their 
students to ‘ live up to’ what they know, of closing the hiatus 
between behavior and belief.” Motivation was viewed in this 
manner by Rosenstock (37) when he commented, "... health 
behavior is determined by the degree to which a person sees a 
health problem as threatening, having both serious consequences 
and a high probability of occurence in his case; and by the extent 
to which the motivated individual believes that some one of 
several courses of action open to him will be effective in reducing 
the threat.” This emphasizes the element of anxiety which, as 
underscored previously, exists among industrial workers, and 
because of its existence, every health educator at the work-site 
should be dedicated to its alleviation, so that the individual will 
be more comfortable, more effective, more productive, and health- 
ier. This can be accomplished best through the catalytic action 
of the educator who uses group planning, . from which derives 
group decision and "individual commitment to common group 
goals.” When involved in an activity, the employee’s interest 
is heightened and the undertaking becomes his, for his interests 
have fused with those of the group. With this there come a 
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change of attitude and a new way of doing something — in this 
instance a different styling in health behavior. 

Conclusion 

Health education, an activity painted across the total spectrum 
of life from prenatal group teaching to counseling of senior 
citizens, is an important function of a preventive medical program 
in industry. It cannot be exercised through edict, manifesto, 
coercion, or systems of punishment or threat. To be successful, 
it must be founded upon the belief th.tt mental health accrues 
when there is greater understanding of people. When the edu- 
cator is sensitive to the needs of his plant’s employees, is aware of 
the cultural health heritage of the personnel segments, and is 
content to walk at the slower pace of democratic action, then he 
will be able to effect a true change in the manner of health be- 
havior of his employee-learner. This would be a behavior 
characterized by a sense of anticipation, a respect for anxiety, '■ 
a regard for the richness of an illness- or accident-free life pattern, ‘ 
and a concern for the well-being of his family in addition to that 
of himself. The educator has limitless opportunities to undergo 
personal growth in industry as he brings enlightenment through 
joint action with worker groups. It is accomplished with 
difficulty, for as Paul (30 has stated it well, “The great challenge 
is to find ways of weaving the discoveries of science into the 
fabric of daily living. This is a. task in community education, or 
more accurately, of reeducation.’’ 
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HEALTH EDUCATION APPLIED 
TO MANAGEMENT AND LABOR UNIONS 

\S7iIltam A %/r tx • m ^ 

m A Sjx.A^.y inecicai Lonsultant, 

international Association of Machinists* 

In considering the health of workers and the role played by 
health education, we are inevitably brought face to face with 
preventive medicine in its broadest application. The very es- 
sence of health education is preventive medicine; the two phrases 
can often be used synonymously. The full role for all of us who 
are engaged in health education is just this— to prevent ill health 
from developing, to prevent diseases from worsening, to prevent 
the worker s total disability or discouragement even in the face 
of ill health, and to prevent sickness absenteeism. And so, just 
as the physician should ideally approach his task in this fashion 
so should a health education program instruct and counsel in 
this same fashion. 

There seems to be good general agreement about the desirability 
of preventive medicine. But in some cases it docs not get beyond 
hp service, or perhaps beyond a scrambling around among several 
approaches in the hope that some degree of preventive education 
vvill result. The point for which we must search, then, is educa- 
tion not simply for its own sake, but for its translation into con- 
tinuing aaion. This is the end product of aU education, this 
translation into action, and it might well be our standard for 
appraisal of any health education program. 

Perhaps the first and most vital part of any health education 
program is the individual’s concept of what constitutes good 
health. And a corollary to this, of course, is his acceptance of 
this concept and his willingness or motivation to do something 
about it. Other factors which can help to complete the picture 
are the variety of community resources available for health. If 
vve could start with such a background, then when the worker 
picks up a pamphlet on cancer, heart disease, or mental illness, or 
when he sees a poster or is instructed on an environmental hazard, 
it will have real meaning to him. 

♦Proceedings: 13th International Congress on Occupational Health. July 25-29. 
1960, New York, pp. 438-441. 
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The individual’s concept of health at best involves a full and 
philosophical approach to life and a pattern of healthful living, 
rather than a series of separate wishes to be cured of individual 
diseases and disabilities. 

This philosophiai approach has been described in many ways. 
The Constitution of the World Health Organization, for example, 
states that “Health is a state of complete physical, mental, and 
social well-being and not merely the absence of disease and in- 
firmity. ” In the mid-nineteenth century, Benjamin Disraeli was 
telling the British Government. “The health of the people is 
really the foundation upon which all their happiness and all 
their powers as a state depend.” 

These are possible concepts of health, then that can transcend 
the more limited approaches so prevalent in our society. Some- 
how these concepts can be brought to the worker— whether it is 
through an inspiring speech, a meaningful relationship with his 
own doctor, or his participation in developing an efiective 
labor heulth committee in his plant. Somehow the maintenance 
of good health now sought by parents for their children must be 
sought by adults for themselves. Somehow our concept of good 
pediatric care most be extended into good lifelong medical care 
with an increased motivation and sense of responsibility on the 
part of each individual. 

I feel certain that unless health education is tied to an effec- 
tive health and welfare program or at least to an effertive 
philosophy, it can offer only small and temporary benefit. To 
make the transition from the philosophical to the practical, I 
would like to mention a few experiments in health education. 
Some are statewide or communitywide, some involve groups of 
participating firms, and one is an in-plant program. All of them 
have much to offer. 

I was struck by the title of a recent article in one of our medical 
journals which described the occupational health program under- 
taken by the State of Georgia (I). It was called “To Each His 
Own.” In further explanation of the title, the author Dr. 
Lester Petrie, of the Georgia Department of Public Health, 
stated that it was their belief that: “each individual has his 
own responsibilities and his own rewards. This applies to each 
employer, to each employee, and to each profession. It also 
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applies to each organization, whether governmental or private 
enterprise. To each his own responsibilities and to each his 
own rewards.” This premise, this motivation toward individ- 
ual responsibility for health seems to me a very sound basis for 
health education. 

As a result of a pioneering experience in voluntary multiple 
tests health screening of about 1)^ million people, the State of 
Georgia was able to reach some important conclusions about the 
health care of its people. It was able to estimate that not over 
10 percent of their people are under regular professional health 
supervision; the other 90 percent never seek medical health super- 
vision but visit a physician only for sickness or injury. It was 
felt, then, that the best answer for this 90 percent was a health 
education program which teaches three things: (a) the ines- 
capable responsibility of each individual for his own health, 
(b) the limitations of his own resources, and (c) the commimity 
resources available to help him. 

When I speak of individual responsibility, I refer to personal 
initiative in seeking better health. I am not considering indi- 
vidual financial responsibility in this paper. 

The State of Georgia began by setting up a State employees* 
health service, primarily to teach these three basic principles of 
health education to all 24,000 employees of the State government. 
This educational program is accomplished through three media: 
(a) multiphasic health screening tests, (b) counseling in health 
problems, and (c) first aid and emergency services. 

Finally, the State of Georgia has tried to assess the economic 
importance of its health education program. It is estimated 
that the health service would have to reduce sick leave by only 
10% minutes of every 100 man-hours worked to offset the cost 
of the service. Another important economic observation is the 
obvious one that a sick population cannot compete successfully 
with a healthy population in the production of wealth. And 
so we find a stimulating “bootstrap operation” in one of our less 
healthy and less wealthy States which can surely serve as a 
helpful example to many other parts of our country as well as to 
many of the underdeveloped countries in the world. 



One community program of especial interest is that of the 
Industrial Health Council of Birmingham, Alabama (2), an 
organization of private industrial and business concerns whose 
goal was to somehow improve the situation in small industries 
and establishments, which obviously failed to share equitably in 
the health benefits available to those employed in the larger 
industries. 

At this point, I think we should pause and establish an 
important fact. When we speak about small industries, we are 
talking about more than 75 percent of our working force, which 
has little or no industrial medical care — those persons employed 
in plants with fewer than 1,000 employees and those employed 
in agriculture, in mining and quarrying, in construction, in 
wholesale and retail trade, and, to some extent, in transportation, 
finance, service, and government. It is helpful to look at the 
examples of good industrial health education and care furnished 
by our major industries, but we must bear in mind that these 
programs are available to only a minority of our population, 
and, even though they are stimulating examples, they do not 
apply to the majority of our people who work in the smaller 
trades and industries. 

The Industrial Health Council of Birmingham, Alabama, con- 
sidered this deficit in health programs for small plants as its 
primary task. The council was inaugurated with a charter 
membership of nine firms in 1947, and by 1958 its membership 
included 166 firms, with a total of 17,302 individual employees. 
The heart of the program and its appeal to employer and employee 
alike lie in the preventive medicine feature of the multiphasic 
screening tests. Employee participation is volimtary. The tests 
are performed during working hours in appropriately equipped 
buses which follow a regular schedule in visiting member plants. 
Each plant is also encouraged to develop a souud occupational 
health program. The cost of the council program to member 
firms is $3-65 per employee surveyed, although this figure may 
have to be increased somewhat. This program provides what 
seems to be the cardinal need in health education — that is, to 
teach the individual his responsibility for maintaining his own 
health and then to help him find the means to fulfill this 
responsibility. 
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Another long-term community project with important results 
for other communities is that of the Cambridge Industrial Health 
Information Service (3). This industrial health education 
project grew out of the joint interest of the Health Education 
L<ommittec of the Cambridge Community Services — a Red 
Feather agency— and the Massachusetts Public Health Associa- 
tion. In 1955 the project formally became the Cambridge 
Industrial Health Information Service, with fiill-timc service of 
a qualified health educator. Its purpose was to combine re- 
search with service in health education, and to coordinate and 
develop health education services available to industty. This 
efibrt was extended to 16 companies. 

Another example of this approach, and one with which 1 am 
closely acquainted, is that of the Health Association of Rochester 
and Monroe County (f), which some years ago took the lead in 
that community in creating an Occupational Health Education 
Committee. This committee s membership includes representa- 
tives from the county medical society, industrial physicians, 
industrial nurses, an insurance company, industrial editors, 
industrial relations personnel, labor unions, and the Chamber of 
Commerce. The committee’s first work was to send a question- 
naire and a letter to the presidents of a random sampling of 100 
local small industrial establishments, to learn about their current 
health education practices as well as of their interest in developing 
health education programs. This brought a large response, 
both in interest and in unanticipated problems, which in turn 
led to the development of an active consultation service, which 
has come to have an unexpectedly important place in the program. 
On request, members of the committee will meet t ith -lanage- 
ment of any industry or business concern and make recommenda- 
tions to them on matters pertaining to employee health tailored 
to suit the individual company’s needs. 

Until now we have been considering state or community 
programs geared to industrial health education. It is time to 
look also at what labor i;. management have done on their own 
initiative. I have had the opportunity to participate in health 
education programs from both directions— labor and manage- 
ment— and both have proved to be gratifying and enlightening 
experiences. 'The program with which I am now most closely 
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involved of course, is that of the International Association of 
Machinists, for which I am Medical Consultant. Before I began 
writing a column for their weekly paper, I received a letter from 
a machinist telling me of the great problem they had been 
having with dermatitis in his shop, apparently due to working 
with diesel engines. I had had no previous contact with diesel 
motor problems and resultant dermatitis, but began looking into 
the matter. The result was not only a reply to the man, but one 
of the first columns for the paper. This evoked such a large 
response that it led to a pamphlet on occupational dermatitis 
in general, which was promptly requested by more than 15,000 
persons. Now, 5 years later, requests for the pamphlet are still 
coming in. The point of this story is that health education can 
begin an)wvhere if it is geared to the needs of the people. Perhaps 
a specific start with an immediate problem is more fruitful than 
a broad approach. The expansion and direction can be shaped 
by the people whom the program serves. 

Moving from programs initiated by labor to programs initiated 
by management, I would like to bring you an example from a 
small plant, since small plants present the greatest unmet need 
and therefore our greatest opportunity for health education. 
The Rome Cable Corporation (5), which employs some 1,250 
^rsons, is in upstate New York. The Medical Director of this 
company has approached his task with the thought that of prime 
importance in an occupational health program is the dignity of 
the individual employee and his cooperation and interest in 
maintaining his health at an optimum level. It is an outstanding 
example of how, through the vision and interest of the Medical 
Director, a health maintenance program can carry with it the 
highest level of health education at the same time. 

Sometimes it is well to look back not only to see what ground 
has been gained but also to remind ourselves of where we desire 
to go. Ten years ago, at the Ninth Annual Congress on Industrial 
Health, a committee was appointed to explore needed research on 
health education in industry; to plan studies on content and type 
of programs, materials, and methods of evaluation; and to suggest 
practical means for carrying out these studies. This committee 
consisted of 14 experts in the fields of industrial hygiene, manage- 
ment, labor, health education, social psychology, industrial 
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relations, group dynamics, and biostatistics. As a result of their 
brainstorming sessions on the topic, they outlined a broad frame- 
work for research on health educatior in industry, published in 
1951 CO* Apparently little or no action came from this survey, 
bnc it remains today an excellent plan for future actions. 

In conclusion, I would like simply to emphasize the fact that 
the Key-word to all that has been said and written about the topic 
of health education seems to be motivation. This surely is 
the question behind all of the other questions that we are con- 
sidering here. To quote Dr. A. C. McGuinness of the U.S. 
Department of Health, Education, and Welfare ( 7 ): “All the 
scientific knowledge, manpower, and financial resources in the 
world cannot force health measures on people. They must be 
motivated to seek them out and to accept them. ... It all rests, 
of course, on something called communication.” 

Mr. S. S. Li&on of the National Tuberculosis Association has 
put it this way (J): "How to educate the adult for healthful 
living is a complex and difficult problem. Solutions will un- 
doubtedly be found, but it will take considerable experimentation 
and thought on the part of a large number of agencies and groups. 
Although medical science has made tremendous strides, the full 
benefit of these remarkable advances will not come to flower until 
each of us has been educated to know and practice the rules by 
which we can carry out our responsibility for our own health, 
that of our families, and that of the community.” 

And Dr. Edward Stieglitz said (P): “Individual health con- 
struction is impossible unless the patient takes the initiative in 
seeking guidance, cooperates fully with the physician, and is 
willing to expend effort on his own behalf." 

And so the motivation principle is stated and restated. Part 
of our task here is to adapt this principle to health education for 
all. Somehow a working group can be stimulated and aided 
to look into its own problems, be they environmental health in 
the workingplace or family health matters in the home. Through 
his working group a man can learn that he can plan for his own 
health care, that the old feeling of being subject to the whims of 
fate no longer pertains, and that a wide variety of community 
services is at hand foi' serving his needs. 
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Such a concept of health education offers an exciting task 
indeed! 
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PART 

TWO 



STUDIES AND 
DEMONSTRATIONS ON HEALTH 
EDUCATION OF WQBKEB8 



1 . 




Stitdies in industrial health education were planned several 
years ago by the Harvard University School of Public Health. 
Three of the studies have been completed, one is in progress, and 
another has been projected. 

A. The first carried out in 1956, in 25 sample plants was 
a status study of health education in Massachusetts industries. 

Health education activities, except those related to industrial 
hazards, had little interest for management or labor. Activities 
related to some type of medical or preventive service, such as a 
chest X-ray program had more appeal than general health 
education. Efforts that required less time nnd effort were used 
more frequently than films, group discussions, eti;. The multi- 
plicity of voluntary health agencies, each with its own fund- 
raising drives and programs, created negative attitudes in man- 
agement and union groups. Where agencies were able to carry 
out educational programs, they did so without objectively 
planned evaluation. Health education in industry assume 
the importance that -.afety education has evoked only if activi- 
ties and programs are modified in methodology and in concent 
and are grounded in the principles of the behavioral sciences. 

(See A Study of Health Education Programs in Massachusetts In- 
dustries.') 

B. The second study carried out was an attempt to develop a 
coordinated approach to health education in industry utilizing 
all existing official and volimtary agency resources and providing 
these health education services through a ‘ ‘ filter’ ’ person. This 

action-with-rescarch project became known as the Cambridge 
Industrial Health Information Service and was directed by a full- 
time program coordinator. This trained health educator worked 
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with Harvard consultants, health agency workers, and industrial 
representatives. 

Community health agencies were willing to coordinate their 
activities as long as each retained its identity and stressed its 
own special health problems. Agencies did not always follow 
up a special problem health program with a generalized health 
education program, chiefly because of time limitations. Coordi- 
nation must satisfy agency needs, but also must provide the 
worker time for involvement in programs additional to those of 
special concern to the agency. This study shows that pla nn ing 
coordination is easier than actual operational coordination. 

Management will generally accept programs that go no further 
than pamphlets and posters. However, the presence of the 
coordinator made more companies choose sounder programs than 
they would otherwise; one-third of the plants developed a group 
discussion and speaker program. In general, in-plant committees 
were nonexistent, and management did not approve of their 
formation. In fact, only a few plants were willing to assess 
the health needs and desires of their employees. Industrial nurses 
and personnel directors generally were interested only in absentee- 
ism, production costs, and costs of insurance. Conferences with 
these groups were helpful, and regularity of contact with manage- 
ment was needed to prevent lags in developing the program. 
Studies were recommended that will find patterns of health edu- 
cation appropriate to the industrial setting and ways of influenc- 
ing’ management favorably concerning the potentials of employee- 
management planning. (See Health Education in the Industrial 
Setting.') 

C. The third study carried out was an eflbrt to determine whether 
there is any correlation between variously rated in-plant health 
service programs and accuracy of worker information on health 
and illness, in favorable attitudes toward health and medical 
care, and in purposeful actions to protect health. A study of 
plants with high-rated, middle-rated, and low-rated health 
service programs did not prove this hypothesis. Despite the use 
of educational material in the plants and a demonstrated worker 
exposme to educational eflforts, there was no modification in 
worker attitude or information. Apparently, health practices 
the workers had been informed of were adopted only when the 
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corresponding health services were available within the plant. 
(See A Study of Health Education in Industry.') 

D. The fourth study, now in progress, is an effort to ascertain 
whether health education programs will be more effective if they 
are oasea in the labor unions . The study is being conducted by 
the Medical Foundation of Boston. An important aspect of the 
program will be the determination of the most successful modes of 
program operation. The demonstration will be carried out in 
six unions, with three used as controls, for a 3-ycar period. The 
specific objectives of the program, the methodology, the exact 
geographic locations to be covered, the general assignment of 
porgram priorities, and evaluation of the project, will be spelled 
out by an eight-man union foundation advisory committee. 

E. The fifth project has been visualized as an effort to base the 
health education program in a local health department which 
would provide generalized health education services on a planned 
basis to all segments of the community. This study has not 
been formalized as yet. 

A. Excerpt from: Young, Marjorie A. C. A Study of Health 

Education Programs in Massachusetts Industries, Harvard 

School of Public Health, February 1957. 

Major Conclusions 

1. The most patent conclusion that can be drawn from this 
study of health education programs in twenty-five sample plants 
is that in-plant health education activities of the kinds currently 
offered by community agencies had very low interest and appeal 
to both management and imion personnel. 

2. Health education activities related to industrial hazards 
were readily accepted by management, but these were not the 
kinds of activities proffered by the community agencies in contact 
with the sample plants. 

3. The presence of full-time in-plant nursing se vice facilitated 
the effectuation of health education activities related to indus- 
trially induced injuries and infections, but not necessarily of 
general in-plant health education programs. 
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4. Health education activities that were an integral part of 
some ty^.e of medical or preventive service, such as a chest x-ray 
program, were more readily accepted than those of a more general 
nature:- the service was the desired element that facilitated 
entree of the associated health education activities. 

5- The chief barrier, ientified by agency, union, and manage- 
ment personnel can be grouped into six major categories, as 
follows: time factors; worker attitudes; agency attitudes, organi- 
zation, and administration; management attitudes; materials and 
methods of health education; and the plant and its operation. 

^ 6. Health education mjdia and methods that require little 
time, effort, space, and minimal interruption of plant organi- 
zation and routines (e.g., pamphlets and posters) were utilized 
more frequently than media and methods requiring in-plant time, 
space, and chaiiges in routine (e.g., films and group discussions)! 

7. The multiplicity voluntary health agencies, with their 
separate fund-raizing campaigns and programs, constituted a 
major barrier to acceptance of in-plant health education activities 
and created highly charged negative attitudes in a majority of 
management and union respondents. The need for interagency 
co-operation in planning and carrying out in-plant health educa- 
tion activities was vocalized repeatedly nor mly by management 
personnel but by agency representatives themselves. However, 
the latter were not very hopeful about the possibilities of making 

this desirable direction owing to interagency competi- 
tion, professional jealousies, and personality conflicts. 

8. The lack of worker interest in general health promotion 
was perceived to be a major barrier to in-plant health education 
by all three respondent groups. Since this has been a widely 
rrcognized fact for many years, it seems illogical for the profes- 
sional members of health agency staffs to attempt to superimpose 
their activities upon industrial groups without first assessing 

plant health needs and worker interests, needs, values, and back- 
grounds. 

9. There was no objectively planned evaluation of the health 
education activities carr.;d on in plants under the sponsorship 
of health agencies. To evaluate the effectiveness of such pro- 
gi^s, goals must be clearly defined in advance and objective 
criteria must oe established. Agencies did not formulate either 
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definite goals or evaluative criteria, but rather proceeded on the 
basis that the larger the number of plants contacted and the 

greater the quantity of materials distributed, the better the 
agency program. 

10. Although many authorities have advocated the develop- 
ment of in-plant general health education programs, a consider- 
able number of agency, management, and union personnel doubted 
the advisability and efficacy of this approach. There was 
considerable agreement among the interviewees from all three 
respondent groups that the in-plant environment is not conducive, 
physically or psychologically, to effective health education and 
that general health education programs could be focused to 
much better advantage on out-plant community groups. 

Health education appropriate to the needs of plants and their 
workers is needed and wanted. The comments and suggestions 
provided by the workers, management and agency personnel 
involved in this study can be used very effectively in stimulating 
health workers to reexamine their educational philosophies, 
programs, and materials. The challenge extended to us as health 
workers is to evaluate all our activities constantly in terms of 
over-all plant problems and procedures and workers’ interests, 
needs, backgrounds, values and goals. We shall t>robably need 
to channel more of our professional effort into aa g plants 
to develop health education programs realistically tailored to 
their needs, interests and operational possibilities. In this 
process we may have to change some of our own ideas and operat- 
ing procedures but with resulting positive changes in agency 
acceptance and in program efficiency and effectiveness. 

B. ^cerpt from: Hazen, Mary Denaro; Robens, Beryl J.; and 
Young, Marjorie A. C. Health Education in the Indus- 
tnal Setting, A Report of a Long-Term Community Project. 
Harvard School of Public Health, Oaober 1958. 

CHAPTER V — SUMMARY 

Reported herein are the successes and failures experienced in 
industrial health education in Cambridge, Massachusetts, over a 
period of about eight years. The project which is described was 
part of the work of the Health Education Committee of Cam- 
bridge Community Services during the first five years, with health 
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educators of community agencies assisting on a part-time basis. 
In the last two and one half years the project became an uction- 
with-research one known as Cambridge Industrial Health Infor- 
mation Service imder the full-time direction of a program co- 
ordinator, who was a trained health educator. The coordinator 
worked with guidance from the Health Education Committee 
and an Adivsory Subcommittee of industrialists, health agency 
workers and consultants from the Harvard School of Public 
Health. CIHIS was supported during the two and one half years 
of its existence by a grant from the Harvard School of Public 
Health and a Greater Boston foundation. Space, heat, and 
light were supplied by a local firm, and the City Health Depart- 
ment and other health agencies contributed educational materials. 

As a committee venture, the project was confined to four com- 
panies, owing to limitations imposed by lack of staff time. 
Later, after CIHIS was organized, the number of companies was 
extended to 16. Although thought was given to fiirther ex- 
pansion of the program, each discussion about this led to the 
conclusion that the work should be relatively limited in order 
that ail efforts toward the project objectives could be carefully 
thought through and well documented. 

The two main objectives of both the earlier and later phases of 
the Cambridge project relate (1) to the coordination of agency 
health education services to industry, and (2) to the exploration 
of patterns of health education that would be practical in the 
industrial setting. The more significant findings are summarized 
briefly here with reference to these two main objectives. More 
detailed summaries appear in preceding appropriate sections. 

Coordination 

It appears from this study that community health agencies 
wish to coordinate their health education services to industry. 
At the same time, they feel that they must identify their separate 
agencies in industry and promulgate programs organized arotmd 
their special health areas. These needs are undoubtedly related 
to agency fund raising efforts and also to the usual pattern in 
this country of structuring agencies around special health 
problems. 
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The Jcsirc for coordination and the needs indicated above may 
conflict unless the scheme of coordination permits agencies to 
maintain both identity and special programs. Coordination by 
means of one health education coordinator as tried in this study 
did not always satisfy agency needs to the degree that effective 
coordination of services to industry was possible. It can be 
said, however, that the plan of coordination used in the Cam- 
bridge project was somewhat successful and that a limited measure 
of coordination was achieved. 

It appears that agencies did not often evolve a generalized 
approach to health education as a follow-up of the specific pro- 
grams on which they had approached industry. This wis not 
due to a laclc of interest in or desire for the more comprehensive 
program; rather, it was due chiefly to time limitations, and also 
to the need to give priority to agency interests in special fields. 
There was agreement at the verbal and planning level that all 
agencies in the project would endeavor to bring companies with 
which they were working into the coordinated program and 
that they would build from programs centered around the health 
problem areas of specific concern to them to health education in 
other areas. Time limitations appear to have interfered with 
the translation of these verbal agreements into action in agency 
work; health workers presumably did not have the time to 
guide companies ana plants into programs beyond those to which 
their agencies had committed their interests. 

After a full-time coordinator came into the CIHIS, the number 
of plants accepting and receiving the coordinated services in- 
creased. However, the agencies were not better coordinated, 
pointing up the fact that the provision of a full-time coordinator 
in itself will not always produce coordination. The plan of 
coordination must satisfy agency interests and needs as well as 
provide worker time for involvement in programs additional to 
those of special concern to the agency. Experience in this project 
s'lSficst that coordination at the level of joint action is not so 
easy of attainment as is coordination at the planning level. It 
indicates that to assure deep and lasting coordination, any 
contemplated plan must be studied carefully before it is tried by 
all agencies to be involved in order to ascertain whether it meets 
their needs with respect to agency identity and special interests. 
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Even after lengthy and serious consideration, a plan of coordina- 
tion may not prove to be effective because only after the coordinat- 
ing process is under way and on trial will the real difficulties 
associated with a submerging of agency interests by brought 
to light. 

The response of industralists to the earlier stage hi the Cam- 
bridgc project and the support given for a continuation of the 
project into the CIHIS stage provide evidence that the idea of 
coordinated planning as tried here is approved by industry. 
This is also seen repeatedly in the response and personal comments 
of industrialists on the CIHIS Advisory Committee. 

Program Patt/rns 

No single pattern in the Cambridge project appeared as the 
most desirable organization of health education activities in 
industry. Programs ranged from the pamphlet-poster t)^pe to 
those that utilized speakers and allowed for group discussions. 
This study showed that management generally will accept 
health education service, especially that limited to pamphlets 
and posters. This t 5 rpc of mass approach is relatively easy to 
establish on a regular basis, whereas deeper, educationally sound 
approaches using personalized methods are difficult to set up. 
The latter type was adopted in about one-third of the contacts 
made. Even so, it is patent that the most intensive of the 
Cambridge programs leaves much to be desired in terms of what 
is educationally sound. Important variables such as manage- 
ment interest in health and its knowledge of how education 
relates to it, management understanding of educational methods, 
the availability of employee time and physical facilities, enter 
into company discussions on whether they will accept coordinated 
agency services in health education and, if so, what methods of 
education they will utilize. 

It is true that under the guidance of a full-time coordinator, as 
compared with part-time workers, a greater number of education- 
ally sound industrial programs were built and more companies 
were involved in regular, perio4ic health education for their 
employees. About one-third of the companies accepted the 
speaker-discussion type program, and some plants originally 
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not especially interested in such, programs tended toward this 
after they had worked with the coordinator. 

Much is already known about the comparative effectiveness of 
educational methods and media, but it would seem desirable to 
study methods that have been used in and are most fitting to 
industry in order to learn whether they are actually influencing 
workers’ attitudes and behavior in health. Are pamphlet-poster 
programs effective? Are other more personalized programs 
effective in their educational results and, if so, do they reach a 
sufficient number of peo{ e to warrant the time and effort of both 
companies and agencies? 

It was thought in the beginning, and especially in the CIHIS 
phase of the project, that in-plant committees would increase 
the effectiveness of the health education programs in industry. 
To a greater degree than programs planned by project coordina- 
tor and management, presumably, they would bring about 
worker participation in planning, arrange programs that would 
appeal in method and topic, and relate health education to worker 
interests and needs. It turned out that in-plant health com- 
mittees were nonexistent and almost impossible to establish 
because management generally did not wish additional com- 
mittees. Sometimes the coordinator could function through a 
safety or a health and safety committee already organized within 
a plant. Sometimes a safety committee extended its work to 
include health, though this was rare. It would seem useful to 
explore more fully in the future the potential for employee- 
management planning in order to determine whether existing 
committee structures might be utilized in health education 
programs to a greater degree than was possible in this project. 
From a philosophic standpoint, it is highly desirable to find a 
practical system whereby employees can be involved in pl anni ng 
programs such as health education, but such a system must have 
management support and approval and fit into the operational 
plans and objectives of industry. 

In the absence of in-plant committees, which it was thought 
could relate programs to employee values and needs, the coordi- 
nator, with management support, endeavored to explore em- 
ployee needs directly. It was found that about twenty-five 
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percent of the plants in the project were willing to imdertake 
such studies. No plant had assessed its health needs on its own. 

Industry requires many contacts and extended time before 
health education services are accepted. Personal contacts 
appear important. An average lag of about three months was 
found in Cambridge between first contact with a plant and actual 
program development — and regularity and continuity of con- 
tacts were revealed as essential. This all suggests that con- 
siderable staff time is involved in interpreting health education, 
creating an atmosphere receptive to it, and maintaining adequate 
follow-up services. 

Management support for health education appeared as a major 
variable in employee acceptance of and receptivity to health 
education. Where management was enthusiastic about the 
program, employees’ reactions tended to be positive. Manag- 
ment is also important in the initial contacts and in fostering 
program planning in health education because of the absence of 
in-plant committees. The management contact person becomes 
the gate keeper for health education. An enthusiastic and 
positive viewpoint about health on the part of management, 
therefore, is worth promoting and is essential to the full develop- 
ment of health education in the industrial setting. Conferences 
with industrial nurses and with personnel directors revealed that 
they did not understand, generally, what health education is, 
but that they are concerned about production, employee ab- 
senteeism and the costs of group health insurance and that they 
have some responsibilities with respect to employee health. 
They do not see a direct relationship, however, between these 
concerns and responsibilities and health education. If manage- 
ment personnel can develop an understanding of health education 
and relate it to their work and company objectives realistically, 
then the necessary management support might evolve 
From the response to the cocdcrenccs held with personnel 
directors and nurses, and the interest expressed in industrial 
health at these, it would seem that conferences of this type are 
a good way of developing management interest in and under- 
standing of health education. At the same time, as in the 
Cambridge project, such conferences enable agency staff to increase 
their understanding of the objective of industry and the problems 
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associated with implementing health education programs. 
Agency workers might be involved in such conferences, tbirefore, 
to a greater degree than was the case in the trial conferences in 
Cambridge. 

Management at the top level was involved in guiding the 
Cambridge project from the beginning and even more involved 
after the appointment of an Advisory Committee to CIHIS. 
This brought about valuable assistance in tJ- development of 
educational services to industry and , at tl v same time, an 
increase in the understanding of health edn , ition ou the part of 
key industrialists. 

Labor as a force in the establishment of in-plant he; x*.h 
education was not sufficiently explored in Cambridge. It is 
recomme-nded that the role and interest of labor be investigated 
more fully in futtire community programs in industrial health 
education and that labor as well as mauagement be brought into 
the community planning phases of the work as well as in plan- 
ning for individual company programs. 

* * ♦ ♦ ♦ 

Although the Cambridge project does not give conclusive 
findings, it makes manifest some of the problems associated with 
the attainment of true coordination in community health agency 
programs. Even though the project was confined to industrial 
health education, the experience gives some clues to the diffi- 
culties encountered in coordinating any type of agency activities. 
The implications of the findings, however tentative, would seem 
to be broader than in industrial health education programs alone. 
The suggestions gleaned from this study might well be developed 
into hypotheses to be tested in more comprehensive and more 
formally organized research on forces favoring and obstructing 
coordination, since coordination is widely discussed and greatly 
emphasized in community v/ork in health and other fields. 

challenge is ofieted to community health agencies by the 
fact that industry appears somewhat interested in health education 
and is definitely interested in employee health as it affects pro- 
duction, absenteeism, and group health insurance costs. Addi- 
tional smdies are needed now to find patterns of health education 
appropriate to the industrial setting and, at the same time, sound 
from an educational standpoinp. If management support and 
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understanding proves to as significant a tactor in other studies 
as it was in the establishment of health education in Cambridge 
industry, ways of influencing management favorably with regard 
to health education must be evolved by community health 
agencies. 

C. Excerpt from: Klerman, Lorraine Vogel. A Study of 
Health Education in Industry. Harvard School of Public 
Health, 1962. 



SUMMARY 

Purpose— This study of selected aspects of health education 
within the industrial setting was focused on the hypotheses . 

1. Workers in plants with high-rated health service programs 
will have more correct information about health and illness, 
mOTe favorable attitudes toward health and medical care, and 
will have taken more purposeful action to protect their health 

than will workers in plants with low-rated health service 
programs. 

2. Workers in plants with middle-rated health service pro- 

grams will have intermediate levels of information, attitudes, 
and practices. ’ 

Methods. ^First, the eight, plants which met the study criteria 
and which agreed to participate were rated using an 80-point 
plant health service rating score developed for the purpose. 
They were easily grouped: three into the high-, three into the 
middle-, and two into the low-rated category. 

Next, a random sample of 413 workers from these plants was 
chosen for interviewing. Only those meeting occupational 
(technical, clerical, foremen, craftsmen, operatives, and laborers) 
and certain other criteria were considered eligible for the study. 

Finally, health information, health attitudes, and health 
practices scores were developed in order to compare the levels 
of information, attitudes, and practices among the respondents. 
The interview schedule had included questions on these three 
subjects and also on demographic characteristics, and educational 
influences. Each respondent was rated on each of these scores. 
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Kesults.—Tht results of the hypotheses testing were only 
partially in the anticipated direction, i.e., a higher percentage of 
the respondents in the high-rated plants had above average 
scores than in the low-rated plants, but the middle-rated plams 
frequently placed lower that the low-rated ones. These results 
did not reach the level of significance for the information or 
attitude scores, but they were significant for some of the health 
practices score analyses. 

Since the hypotheses concerning health information and health 
attitudes were not confirmed and the ones concerning health 
practices: were only partially confirmed, the remainder of the 
study was devoted to an investigation of the reasons for the failure 
of the hypotheses. A series of questions were posed within the 
framework of a four-stage conceptual model for the study of 
health education programs. « 

The preliminary stage of the model involved a review of the 
health education programs of the eight participating plants. 
The question posed was: Did the plants with high-rated health 
service programs utilize more of the techniques suitable for health 
educadon in the industrial setting than did the low-rated plants 
and did the middle-rated plants fall in an intermediate position? 
The analyses of the person-to-person, group, and mass techniques 
used resulted in an affirmative answer. Therefore, the hypotheses 
failure was not due to some error in the ranking of the plants’ 
health education programs. 

The next three stages of the model were the intermediate steps 
between a health education program and its long-range con- 
sequences. The first was the exposure to the program of the 
individuals comprising the appropriate public for the educational 
program. The question posed was: Were more workers reached 
by the potential educational elements of the health service pro- 
grams in the high-rated plants than in the low-rated ones and did 
the middle-rated plants fall in an intermediate position? Only 
if there was exposure could an effect on information, attitudes, 
and practices be expected. 

The analyses of the material concerning recency of Physical 
examination within the plant, willingness to visit pi nr .iinic for 
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advice about personal medical problems, viewing of a cancer film, 
and reading of health informational material provided many 
interesting insights into the respondent’s view of the plant 
medical and educational programs, as well as an affirmative 
answer to the question. Therefore, the difficulties with the 
hypotheses were not due to lack of exposure to potential educa- 
tional opportunities. 

The second intermediate step was the favorable modification 
of the information and attitudes of the individuals exposed to 
the educational program. The question posed was: Was there 
favorable modification of information and attitudes by the 
workers who were exposed to the potential educational programs? 
Although some of the workers had been exposed to potential 
educational programs, their levels of health information, atti- 
tudes, and practices might not have been modified. 

Analyses of the effect of a general tuberculosis information 
program, of a urinalysis testing program, and of viewing a cancer 
film on the answers to questions about tuberculosis, diabetes, 
and cancer; and of a recent plant physical examination on atti- 
tudes towards aches and pains all proved negative. Therefore, 
exposure to potential educational programs within the plants 
did not seem to have modified the respondents’ information or 
attitudes. This probably was the reason for the failure to con- > 
firm the information and attitudes sections of the hypotheses. 

The third intermediate step was the adoption of specific rec- 
ommended practices by the individual exposed to the program. 
The question posed was: Did the worker exposed to the plant 
health service program adopt the practices recommended and if 
so why? Analyses were made separately of (1) those practices 
which the plant could assist the worker to adopt by providing 
services within the plant (physical examination within 2 years, 
rcgidar physical examinations, poliomyelitis immunization, 
Asian influenza immunization, and chest x-ray within 3 years); 
and (2) those practices which the worker had to adopt inde- 
pendently although he might receive encouragement from plant 
health personnel (dental visit within the previous year, regular 
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dental visits, physician or clinic usually used when sick, and any 
physician or plant nurse consulted about all of specified symp- 
toms). A consistently significant difference was shown in the 
number of respondents who performed the five plant-assisted 
practices between plants which offered the services necessary for 
these practices and those which did not offer such services. 
None of the four plant-independent practices was associated with 
any aspect of the plant health service prograin. 

Apparently practices were adopted only when the correspond- 
ing services were available within the plant. Exposure to the 
plant’s health education program alone did not influence the 
respondents to adopt the practices on their own initiative. The 
partial confirmation of the health practices section of the hy- 
potheses was thus probably due to the fact that for over half of 
the components included in the health practices score the plants 
in the high-rated category were more likely to have assisted the 
respondents in performing the practice by providing a service 
than were the plants in the low-rated category. The plants in 
the middle-rated category had given the least assistance. 



PILOT lOTUSTRIAL HEALTH SERVICES SUR- 
VEY, Division of Industrial Hygiene, Los Angeles 
County Health Department. Industrial Hygiene 
News and Views, Volume I, Number II, April-June 
1960, and Volume I, Number III, July-September 
1960. 



Ik 1559 the Division of Industrial Hygiene of Los Angeles County 
^mdertook a pilot study of health practices in 12 plants in the 
area. The survey included medical and nursing services; the use 
of safety committees as instruments' 01 health education; and the 
status of health counseling of plant personnel. 

From the study, it may be concluded that — 
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Management in plants with less than 350 workers does not 
appear to have given much thought to health education of its 
personnel. In most cases it has not realized what health educa- 
tion programs could do for the plant and needs assurance of its 
benefits. Generally, management appears more interested in a 
direct service as it involves a particular problem, and the question 
of introducing general health information into industry has been 
received with some reservation. 

Management in some of the larger plants, about 250 population, 
has displayed interest in the evalutaion of general health educa- 
tion material by safety committees. Many plants have such 
safety committees, composed of representatives of labor and 
management, which meet monthly to evaluate safety problems. 
These 'ommittees may very well be useful in evaluating the type 
of health education material that would be useful in industry. 




NEWBURGH HEALTH EDUCATION DEMON- 
STRATION, National Tuberculosis Association, 
April 195fi- 



The Newburgh hc' .rn education demonstration with industrial 
groups was initiated in 1954 by the national and local tubercu- 
losis associations. One professional staff member actually con- 
ducted the project. Act.ivitics were developed which could be 
fitted into her schedule and added to the total health education 
program of the association. Staff members of the National, 
State, and local associations met periodically to review progress 
and make plans. The project was undertaken to meet these 
objectives: to improve community health and the control of 
tuberculosis, to help adults realize the importance of and their 
responsibility for improving personal and community health, 
to alert the community to public health and tuberculosis control 
needs. 

Six small factories participated; each formed its owm in-plant 
health committee. Management gave time for members to 



86 















I r'l mil ^ ^ ^ 

■’ "' — . i.<ri II ■; 



attend committee meetings and also allowed company time for 
educational program activities. All six plant committees met 
together to discuss and reach common understanding of the 
purpows Oi tiic program, to plan educational activities and 5t 
them mto the time and meeting space allotted in the factory to 
work out a schedule for a series of plant meetings, to sdcct 
appropriate educational materials, and to apportion responsibil- 
ities in arranging meetings and distributing materials 
FoUowing a survey to discover the needs and desires of the em- 
ployees^ the committees agreed to focus on the 'Problems of colds 
and of food and weight control. Original ta ^s, flannelgraphs, 
and discussion questions for movies were prepared. Educational 
materials were hard to find— what was needed was something to 
interest busy employees whose first concern was earning a living 
Movies were not always a possibility because of time and space.’ 
Those that ran longer than 10 minutes were impractical. A set 
of posters on one subject was needed to give impact and con- 
centrated interest to the program. Experience showed that a flip- 
chart and flannelgraph were practical means for illustrating a talk, 
or for explaining the content of a movie or leaflet. 

Considerations for TB Associations.— Working with industries is a 
long-term project and should be undertaken only after a realistic 
appraisal of demands on time and what goals are expected, 
^oever imdertakes this type of program must plan to spend '^a 
block of time on the program working with the planning com- 
mittee and with community resources locating appropriate 
educational materials. Costs for the program will generally be 
expensive only in terms of the association’s staff time required. 
Cost to management will be in terms of worker time spent away 
from the job. Experience in Newburgh reenforced the opinion 
that it IS important for health agencies to work with employers 
and employees and with medical and nursing groups in exploring 
theif interests in he^ilth educa.tion. 

One of the great problems in working with plant health com- 
mittees is that of planning a schedule for employee meetings. 
Re^ar meetings, brief and skillfully conducted, are essential for 
maintaining the interest of the group. 
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Through the Newburgh demonstration, a plan for developing 
a health education program for industrial groups v'as devised 
and tested, and a few major requisites for making such programs 
successful were established. 




GIBSON COUNTY INDUSTRY EXPERIMENTS 
WITH HEALTH EDUCATION, Etta Reid, Int^us- 
tru ’ Hygiene News, Industrial Hygiene Service, 
Tennessee Dept, of Health, Nashville, Jan uar y 1954; 
What*s New in Industrial Nursing, Illinois Dept, of 
Public Health, Volume V, Number 5, May 1954. 



The Rutherjoro Garment Company assisted by the Gibson 
County Department of Public Health in Rutherford, Tenn., 
initiated a 12-month experiment in general health education for 
its 350 employees. 

The program consisted of only one meeting a month at which 
attendance was voluntary. This meeting was held during the 
last 15 minutes of the lunch hour, to which management added 
15 minutes of free time for the program. The health subject was 
announced in advance, and the employees were invited to submit 
questions they wanted to have discussed. Local doctors, per- 
sonnel from the local health department, industrial hygienists 
and other qualified speakers appeared on the programs. Man- 
agement reported the programs were well received; at every 
program during the year, attendance was never less than two- 
thirds of the 350 employees. 

Although no formal evaluation was made, the health depart- 
ment felt that the experiment had helped to create favorable 
attitudes and interests toward health projects, both from the 
point of view of management and the employees. Management 
planned to continue the educational program, and following the 
experiment employees were more interested in and responsive to 
community health education efforts. 



88 



HEALTH EDUCATION IN E^'.DUSTRY— A 
PILOT STUDY, Industrial Health Council of 
Greater Atlanta, Inc.; Georgia Department of 
Public Health. ReprintoH Ku t\ _r 

jb..ic Health in What*s New tn Industrial Nursing, 
Volume IV, Number 2, November 1953. 



Thb Industrial Health Council, a nonprofit organization 
composed of mciabcrs representing labor, management, and the 
health professions, was organized in January 1953 to sponsor and 
promote health education programs in industry. By working 

through industries, the council felt it could reach a cross section 
of the commumty. 

Two industries were selected as model participants in the 
program. Cluett, Peabody & Co, manufacturers of Arrow shirts, 
employ about 1,500 workers, while Scripto, Inc., manufacturer^ 
of pens and pencils, employ about 700 workers. A professional 
committee made up of doctors, nurses, nutritionists, health 
educators, and industrial hygienists assisted in planning and 
carrying out the health education programs at the two plants. 

Each plant formed a plant health committee to assist with the 
program. 

Cluttt, Peabody dT Co.— Five major outlets for health education 
were utilized at the plant. A large bulletin board in the cafeteria 
was stocked with literature for handouts during the lunch hour. 
The board was manned so that employees could ask for specific 
literature, ask questions, make suggestions, and consult with the 
health educator, h^ny employees took the literature home for 
family and community use. 

Programs featuring speakers, discussions, and films were 
presented during the lunch hour and before and after working 
hours. A monthly newsletter containing health hints and in- 
formation about community health services was originated for 
plant employees. ’ Employees were urged to consult the health 
educator personally about probl-jms and were referred to com- 
munity hedth services. Health tests were sponsored by the 
plant medical department, and employees needing attention 
were referred to community services or their own physician. 



89 



\ 



/ 



i 



Serif to f Inc. In this smaUcr plant, three major outlets were 
introduced for the health education program. Six bulletin 
boards were stocked with literature for handouts. Health tests 
were made available from the Fulton County Health I^epartnient. 
A health newsletter was introduced for the employees. 

In both plants, the workers’ reaction was very satisfying, and 
various examples are cited of individual cases helped by the 
program. The in-plant medical personnel expressed appreciation 
with the program because press of other duties precluded their 
demoting as much time as necessary to health education and 
counselling. 




A STEP IN THE RIGHT DIRECTION (Processed). 
Dom M. Maillo, health educator with the Tubercu- 
losis and Health Society of Wayne County, Detroit. 



In 1953, under the auspices of the Tuberculosis and Health 
Society of Wayne Coimty, and on the recommendation of the 
National Tuberculosis Association, funds were appropriated to 
hire a health educator and conduct demonstration health educa- 
tion programs in four medium-sized (150-300 employees) plants 
in the Detroit area. 

A 1-day conference on health education was held for manage- 
ment and labor leaders to interest them in the pilot program. 

The objectives of the program were; help each employee and 
his family maintain and improve their health; help the plant 
reduce absenteeism and turnover costs; demonstrate that health 
education can work in smaller plants, too. 

Management first had to be shown how the program could 
help production and be carried out at little cost. Then a steering 
committee was formed for each plant composed of representatives 
from every department. To begin with, management allowed a 
half hour monthly for meetings, but the committee members 
soon began to meet on their own lunch hours. Through an 
unobtrusive questionnaire survey of the entire plant personnel, 
the committee determined that the major health interests were 
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disease prevention, personal hygiene, and safety. Because it 
was felt that the half hour of plant time allotted would not be 
adequate, the committee decided to hold evening sessions on 
separate health problems. Large gatherings were attracted. 
Cooperating health agencies of the community did much to help 
achieve success with the program* During the presentations, 
speakers, posters, films, exhibits, and literature for handouts 
were available. 

After 18 months experience, the health education program 
showed reassuring signs of effectiveness. Illustrative of its 
success: A company blood bank, which had been considered a 
failure previously, soon began to have increases in volunteer 
donors. TB X-ray programs increased in 1 year by 30 percent. 

both cases, the change was attributed to the workers’ being 
informed about the purposes and benefits of the programs. 



SPECIAL REPORT— RESEARCH ON HEALTH 
EDUCATION IN INDUSTRY. A.M.A. Archives 
of Industrial Hygiene and Occupational Medicine, 
Volume 4, 161-165, August 1951. 



Pursuant to a resolution adopted at the Ninth Annual Congress 
on Industrial Health, sponsored by the American Medical Associ- 
ation and the U.S. Public Health Service, a committee of 14 
experts in the fields of industrial hygiene, management, labor, 
health education, social |»ychology, industrial relations, group 
dynamics, and biostatistics met on January 30-31, 1950, to 
explore needed research on health education in industry. 

Research was recommended in the following four broad areas. 
1. Objectives of Programs of Health Education in Industry. 

(a) A factfinding study and evaluation in an industrial area 
with a wide variety of industries and educational pro- 
grams. 

0) An evaluation of the Intematidnal Ladies’ Garment Work- 
ers’ Program, the Fort Greene District Health Center, the 
Chicago Industrial Health Association, and others. 
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(c) An analysis of labor and management reactions to health 
education. 

(d) Initiation of various health education programs in plants 
based on limited procedures agreeable to labor and man- 
agement to determine effectiveness of such programs. 

2. Factors Which Determine Initiation, Acceptance or Rejection of and 

Participation in Programs. 

(a) Comprehensive review of prior research in fields of psy- 
chology, sociology, education, motivation, learning, and 
communication. 

(b) Survey of industries to determine status of health educa- 
tion. 

(c) Analysis of a smaller sample of establishments where 
impeding or facilitating factors seem to be working. 

(d) Field experiments to test methods of overcoming resist- 
ance to health programs. 

(e) Comparisons of specific establishments where cooperative 
relationships between labor and management do and do 
not exist. 

3. Effectiveness of Methods and Techniques 

(a) All media need to be studied in relation to applicable 
criteria and factors. Interrelationships of the different 
criteria and factors also need to be considered. 

(b) Studies should be made of the relative effectiveness of the 
media or techniques as applied to the same or comparable 
groups. Also combinations of media and tec^iques 
should be tested. 

(c) All media and techniques should be studied as to their 
effectiveness in various groups with different characteris- 
tics. 

(d) Materials and methods should be developed for a particu- 
lar situation, appraisals being applied in their planning 
and development; then their effectiveness should be com- 
pared with that of existing materials in the same situation. 

(e) Studies should be made to develop methods for evaluating 
effectiveness of methods and techniques in areas lacking 
any evaluation process. 



4. Relafion of Health Education to Health-Service Programs and 
Impact on Worker Health 

(a) Comparison of groups of workers (1) with both a health 
education pfogram and a health service program, (2) with 
a health service program alone, (3) with a health educa- 
tion program alone, (4) without either program. 

(b) A study of the effect of adding a health education program 
to established health seryices. 

(c) Comparison of the effect of various kinds of health service 
programs on the effectiveness of a formal health education 
program. 

(d) Demonstrations and case studies of formal health educa- 
tion programs for workers to explore — 

(1) group planning and learning. 

(2) integration with community health education pro- 
grams. 

(3) relationships with health service programs. 
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